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2c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, al City oF town) (County) (Stote) 
ee cet 4 Whil Not whil ectonyf stret, office bidg., ee.) | )y 2 
ats pom. {C- ws ot work 1 ot work BL Jy 2. provers (ae, . AeA 
21. L certify that ! took charge of the remains described above, held an Autopsy ia Inspection [Inquiry Krona find that 
death resulted from: Natural causes [], Accident [7], Suicide Diy, Homicide [], Undetermined cause [7]. 


g 
Mla! ) AD CHIEF MEDICAL EXAMINER [7] Coos 77 


Mo. 
ASSISTANT MEDICAL EXAMINER [7] 70 / 9 As 
ane dT MES /. ), RSi/ DEPUTY MEDICAL EXAMINER Je” SF 


ace peroval teeing 22b. DATE THEREOF 22. NAME OF CEMETERY OR CREMATORY 22d. LOCATION {City, town, or county} {Stote) 


LOTHENAM ON TOWN 


2da. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
DATEQCT 13 '59 Onitan & Maat 


MEDICAL CERTIFICATION 
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mi 


may be retained by the hospital or attending physizian. 


director, 


zi 


e funeral) 


is certificate has been signed by the attending physician and completely filled in 


oo: After 
the registror prior 


TO FUNERAL 


with 


Then please remave carbon papers. 


detached for use os the burial-transit permit. 


page 3 shau 


oe 


\ 
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to burial, crematian, ar remaval, and in any event within 72 haurs after death. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
11224 


112 CERTIFICATE OF DEATH Reg. Dist. No. 


1, PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before admission) 
. COUNTY ©. STATE b. COUNTY 


Carroll halige Op Maryland Balto, City * 


b. CITY OR TOWN {If outside corporate limits, write iF LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 


Sykesviite Syrs.lmo.l8days Baltimore 30 SVOl.Yy 


d. NAME OF HOSPITAL (IF nat in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
ON _A FARM? 


g INSTITUTION 2631 Helli Ferry Rds ves E] Node} 


pringfield State Hospital 
First Middle Lost 4. DATE Month Day Year 


. NAME OF 
DECEASED 
9 


(Type or print) Nellie Tayman Brouss DEATH October 21 


5. SEX 6. COLOR OR RACE |7. MARRIED {_] NEVER MARRIED oye DATE OF BIRTH 9. AGE (In years TIF UNDER 1 YEAR] IF UNDER 24 HRS. 
fost birthdoy) | Months] Days | Hours | Min. 
Female White |woowe te  oivorceo 


July 10, 1879 800 


10a. USUAL OCCUPATION {Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 
dyring most of working life, even if retired) 


achine worker Uninowm  - Maryland U.S.A. 


12. CITIZEN OF WHAT COUNTRY? 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Edward Tayman Sara Elizabeth 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 


aiNeiie Si ess ge Springfield Hospital Records 


No 


18, CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond (¢)-] (NTERVAL BETWEEN 


PART |. DEATH WAS CAUSED 8Y: 
: IMMEDIATE CAUSE (o)__ Branchopneumonia Days 
yi 
4 114 X DUE TO 
Conditions, if any, which a 
gove rise to immediote | 


couse {a), stoting the under- DUE TO 
lying couse lost. im 


Part tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o)| 19. Pee EM 
C.B.S.assoc. with circ.dist.,with cerebral arteriosdlerosis with ves C1 NO Bd 
20a, ACCIDENT WAS UNDERLYING 0) 20b, DESCRIBE HOW INJURY OCCURRED. {Enter noture af injury in Port | or Part Il of item 1B.) = 
JOR CONTRIBUTING CO] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
Hour a.m While Noli wile factory, street, office bldg., etc.) ! 
p.m 19 lot work [[] ot wark 


ERTIFICATION: 


MEDICAL 


ACTUAL ; Z % /) 
seti(Clgece len ¢ tl Conn 
< t 
PHYSICIAN’ 
NAME (ive) Agustin delCamo, MA, 
Zo. BURIAL, CREMATION, | 22b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, tawn, or county) (State) 


REMOVAL (Specify) 
ria 10/24/59 St, Peters, Cem, Balto 
24a, REC'D BY REGISTRAR 2db. REGISTRAR'S SIGNATURE 


23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


Wran-Y - Sat ferrit” Vv Mbt Mae! 7\ saQCl 23°59 Cnttut $ Kase 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 1 92 5 
. 11248: CERTIFICATE OF DEATH ‘ 


Reg. Dist. No. 


st 
3 i Ls RR e, a OE een (Where deceased lived. If institution: Residence before admission) 
Fy o. ' °. b. COUNTY | 
32 Carroll MARYLAND Maryland Balto,City ¥V 
x 3 b. CITY OR TOWN (if outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN [If outside corporote limits, write RURAL ond give nearest town) 
5 if] RURAL ond give nearest town). 2 
EN ty Sykesville 2yrs.5mos.16diys Baltimore 6 Vol~ & 
os ‘d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
ce} - ‘OR INSTITUTION ON A FARM? 
¢ Springfield State Hospital 5709 Belair Rd, ves []_ Nose) 
6 3. NAME OF First Middle Lost ‘4. DATE Month Doy Yeor 
- DECEASED , OF 
5 (ypscapretl Josephine Burns DeaTH = Oot ober 30 1959 
é 5. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [J |8. DATE OF BIRTH 9. AGE {i yes IF UNDER 1 YEAR| IF UNDER 24 HRS. 
los}, bir loy! Month: Da: Hi Min. 
< Female White wioowen[] _oivorceoC] | May 30, 1892 1 "|_| Months] Doys | Hours] Min 
Que 10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHATCOUNTRY? 
Ze = during most of working life, even if retired) 
8 Music teacher - Maryland U.S.A. 
3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
E Henry Burns Mary Ann Mitchel 
6 be WAS. i Lpaagees) we. S Lepti shop 16. SOCIAL SECURITY NO. INFORMANT Address 
Prirecettinrect m4, qi eleticlncote! ScGR Or wrtcg 
e No | - - Springfield Hospital Records 
8 18, CAUSE OF DEATH [Enter only one cause per line for (0). (b). ond (c).] INTERVAL BETWEEN 
a PART 1, DEATH WAS CAUSED BY: ON 
5 ne “IMMEDIATE Cause (0) Arteriosclerotic cardiovascular disease Years 
cd i ./ DUE TO 


Years 


gove rise to immediote 

coute (o}. stoting the under. ¢ OVE TO 

lying couse lost. (9 
EB I. OTHER SIGNIFICANT CONDITIONS. INTRIBUTIN' DEATH BUT.NOT RELATED T srioseleros ott IN PART I(0)|19. WAS AUTOPSY 

C.5.5.assoc.wi ¢ Co ’ ebral arteriosclerosis PERFORMED? 

sychotic reaction, yes) NOX] 


20a. ACCIDENT WAS UNDERLYING [} 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 1B.) 
OR CONTRIBUTING CL] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor | 20d, INJURY OCCURRED 


Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
p.m. lot work [] ot work 


H 
21. | certify that | attended the deceased fram. LL, 19.58 ta 
alive on October 30, __ ,1959____, ond thet deoth occurred at 92 


Conditions, if ony, | Generalized arteriosclerosis 


-transit permit. 


20e. PLACE OF INJURY (Home, form, | 20f. (City or town} (County) (Stote) 


MEDICAL CERTIFICATION, 


-305., 19.59that | last saw the deceased 


OP m, fram the causes and on the date stoted above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


ACTUAL | Jouttreo a a “C0", Springfield State Hospital 10/31/59 __ 


‘OR: After this certificate has been signed by the attending physician and completely filled in 


detached for use as the burial 
the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs off. 


Ls 


PHYSICIAN'S 


may be retained by the hospital ar attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after decth. Page 4 


z2 " |_|Name(tyee)__ Francesco Magro, M,D, __ Sykesville, Maryland. 2 2) 
gS 

2 ci 220. BURIAL, CREMATION, 2b. DATE THEREOF 22c, NAME OF CEMETERY OR CREMATOR' 72d. LOCATION (City. town, or county) (Stote) 

2 REMOVAL (: ify) re wh 

Bie bwual™ 11-3- New Luieael Cad, one, Md, 

e 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a, RECNECRY REGISTRAR 


Dab. REGASTRAR'S SI ‘es 
a has + ye 


& 
> 
a 
= 


Lgoverd $. hunch 5305 Mengand hu, 7 |e SNe OA 


1SM 9/58 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 { 926 
11249 CERTIFICATE OF DEATH 


own! 


Reg. Dist. No. 


sé 

re 1. PLACE OF DEATH 2. USUAL RESIDENCE [Where deceosed lived. If institution: Residencerbefore admission) 

2 a. gree a. y, b. COUNTY a at 

32 Ctitd Mane VLE, Zl Cd. 
2 3 b. Anke TOW (if Gabe corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outsige corporote Ly rite RURAL ond give nearest town) 

s aps? 9194 nearest town) . , 

52 3 be 2 TPE, 

2z Eats Pf La et mw OTE, 

22 “ETTARE OF 9 d. STREET ADDRESS @. IS RESIDENCE 
=a ?, OR INSTIDCZS A ON A FARM? 
Ez LAE MEE 2 yes (] NO 


Zo 
3. NAME OF se y tes 
iis, CELA 1 he Bilt CAR cae: ton lif, [0 59 


5. “F 6. COLOR OF RACE 17. | eines ERERANCETTA OD DATE OF BIRTH a” AGE (In yeors PiF UNDER 24 HRS? 


fey prion Hours] Min, 
5 winoweo Bj pusoncsoE] | 7 f? ial ac ad 


10a. Meike Socrates (Give kind of work done) 10b. KIND OF BUSINESS OR INDUSTR§ Y\1\. BIRTHPLACE (Stote or oe ms yy T COUNTRY? 
A aber evengf retired) Lk. 
hte, 
SiAMIYY ct 
MOY fs D 
Wael Mi een Lafieel eh Li GZ a 
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in 72 hours ue death. 


— 
we een EASED EVER IN U. S. ARMED ie 16. SOCIAL SECURITY NO. }17, INFO! Ae ck Ciaito UFE 

wes unknown) {IF yes, give wor or dates of g 

re fie Lb xs Mas 2 St 


heed BETWEEN 


1B. CAUSE OF DEATH [Enter only one couse per line ite. (0), (b), ond (c). 
ONSET AND DEATH 


PART |. DEATH WAS CAUSED BY; 
IMMEDIATE CAUSE (o} 


QUE TO 


Then please remove carbon papers. 


Conditions, if any, which rn 
gove rise lo immediate 


DUE TO 
couse {0}, stoling the under he 
lying couse last. Ww Cnyni é& f rO(4S ~ Chsonre 
Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRI8UTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Vo} | 19. My 


yes] no[) 


200. ACCIDENT WAS_ UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 1B.) 
OR CONTRIBUTING (CAUSE OF DEATH 
(IF EITHER, NOTIFY MEOICAL EXAMINER} 


———_— 
20c. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Home, fom {20F. (City or town} (County) {Storey 
Hour a. n. While Not while foctory, street, office bldg., etc.) 
p.m. 19 lot work (] ot work [] t 


21. | certify Tf tke the deceased from... r LS, 19. to__. wh = NOM 7 that | last saw the deceased 


alive ope ne he eee ad Pu, and that death occurred athe Pm, fram the causes and on the date stated abave. 
o ADDRESS (Street, city or town, state) DATE SIGNED. 

ACTUAL é 

SIGNATURI “ 


's certificate has been signed by the attending physicion and completely filled in, 


MEDICAL CERTIFICATION, 


ta burial, crematian, ar removal, and in any event wi 


detached far use as the burial-transit permit. 


i 
= 
° 
i 
' 
' 
H 
1 
1 
" 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the deoth cert 


PHYSICIAN'S, 
z 2g NAME (Type! 
goR Mo. BURIAL. “CREMATION, | 2. DATE HEREOF SOF CEMETERY OR CE rp 7d. a QNICI. tgwn, pr county) State) 
2:2 (oP eee 
Ate poe I fawaoe ws A LSGlZh F 2 a 
= Y 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGHYATURE 
; ; NE A 
wake La ar. Ob? 1 Be Cahn 


iA. 


4 


—_ 


11250 CERTIFICATE OF DEATH 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


11227 


lost birthdoy) 


Male White WIDOWED ovoreo(] | March 10, 1886 13 


r { tw Reg. Dist. No. 

3 aw 1. PLACE OF DEATH a USUAL RESIDENCE (Where deceased lived. If institution; Residence before admission) 

o. a. ° b, COUNTY 

pe Carroll beighleny Maryland Baltimore “é 

ac] 3 b. CITY OR TOWN {If outside corporate limits, write cc. LENGTH OF STAY IN Ib c. CITY OR TOWN {IF outside corporote limits, write RURAL ond give nearest town) 

a RURAL ond give nearest town) A digs 

s2 Sykesville hmos.2hdays Lutherville 3xX- 2 

2 . d. NAME OF HOSPITAL {IF nat in hospital, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
a t OR INSTITUTION ON A FARM? 

€ o/§ Springfield State Hospital 523 Morris Aves Yes () Nog 

5 3. NAME OF First Middte lost 4. DATE Month Doy Year 
3 {Type or print leo Joseph Cummings dean = October 19, 1959 
é S. SEX 6. COLOR OR RACE | 7. MARRIED [[] NEVER MARRIED [_] | 8. DATE OF BIRTH 9. AGE {In yeors 


IF UNDER 1 YEAR] IF UNDER 24 HRS 
Months] Days | Hours 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 
during most af working life, even if retired) 
Maryland 


12. CITIZEN OF WHAT COUNTRY? 


U.Sehe 


Attorni 
FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


(Yes, 10, oF unknown} | (IF yes, give wor or dates of service) 


No 


\ John Cummings Johanna Heaphy 
a 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 


Springfield Hospital Records 


Then please remave carban papers. 


3 = 
18. CAUSE OF DEATH [Enter anly ane cause per line far (a), (6), and (c}.} INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: q Ones 
immediate Cause (o. AYteriosclerotic cardiovascular disease Years 
hah, f DUE TO 
Conditions, if any, which » Generalized arteriosclerosis Years 
gove rise to immediote 
couse (a), stoting the under. ( DUE TO 
lying couse lost. ) 


Pagy Il. OTHER SIGNIFICANT CONDITIQNS CQNTRIBUTING TQ DEATH,BUT NOT RELATED THE TERMINAL DISE, CONDITION GLVEN IN PART I(0)|19. WAS AUTOPSY 
C.B.8.assoc.with cerebral arteriosclerosis with psychotic reaction, PERFORMED? 


yes] No 


20a. ACCIDENT WAS UNDERLYING 1) 
OR CONTRIBUTING [} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il af item 18.) 


20c. TIME OF INJURY Month, 
Hour o. m. 


Year | 20d. INJURY OCCURRED 


While Not while 
lot wark [[] of wark 


21. I certify that | attended the deceased fram May 2) 


alive on October 19, ‘ ie and that death occurred at OF 


20c. PLACE OF INJURY (Hame, farm, | 20f. (City or town} 
foctory, street, office bldg., etc.) ! 
i 


Doy, 


MEDICAL CERTIFICATION 


detached far use as the burial-transit permit. 


ADDRESS (Street, city or town, 


CTOR: After this certificate has been signed by the attending physician and campletely filled ini 


Pe, from the causes and an the date stated above. 


saith pete ii Lol Gnvfc. yo Springfield State Hospital 10/20/59. 


(County) (Stote) 


state) DATE SIGNED 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs after death. 


may be retained by the haspital ar attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 4 


Ml Ope are CT 2 2.759 


z2 Name (tyes Agustin delCampo, M.D, __ Sykesville, Marylend 
Zz Mo. SuRAL STOR ‘7b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
S 2 ; ; > p = 
2f er -23,459| NEW CAYAEDEPL| BALTIMORE 2) 
e 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE . 


Crttun & Kiowa 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours after death’ Page 4 


1 


cae brig STATE DEPARTMENT o, PEALTH— BALTIMORE, 18 
tem 
* CERTIFICATE OF DEATH ee ee 


1B. CAUSE OF DEATH [Enter only one couse per line for (a). (b). ond (c).] 


PART |. DEATH WAS CAUSED BY: s 
f , IMMEDIATE CAUSE (o]__ Cerebral Vascular Accident 
3 x DUE TO 


INTERVAL BETWEEN 
ONSET AND DEATH 


Conditions, if ony, which 


gove rise to immediote 


DUE TO 2 


ce enka) 
3 ¥ 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If insitution: Residence before odmission) 
oe. COU o b. 
32 Q tga Maryland comtrroll 
- b. CITY OR TOWN (if outside te lienits, write F STAYIN Tb . CITY OR TOWN (If outtide te limits, write RURAL ond ft 

: 3 fuRacond ove rear ie lel? ienits, wri aT aa hay c. {If ou corporote limits, write ‘ond give neorest town} 

S2 k esville 

fe 2 |. NAME OF HOSPITAL (If not in’ hospitol, give street oddress} y d. STREET ADDRESS ©. 1S RESIDENCE 

+“ , OR INSTITUTION r, 4 ON A FARM? 

. ¢! Springfield State Hospital Mineral Hill Road Route 1 ves] No] 
ee 

=o 3. NAME OF First Middle Lost 4. DATE Month Da: Yeor 
es DECEASED oho j oF 4 

te (Type or print) JOSEPH SAMUEL DUNN | DEATH October 3 39? 
ry 5. SEX ° 6. COLOR OR RACE | 7. MARRIED [[] NEVER MARRIED [-] |B. DATE OF BIRTH 9. AGE {In years TF UNDER 24 HRS. 
. s ‘x ‘amg Months] Days | Hours} Min. 
an Male uit el winowen Divorced [] 9-71-75 yn. 

ee 

& oe 10a. USUAL OCCUPATION (Give kind of work done! 106. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

885 during most of working life, even if retired) ; i, See 
Bey Clothing cutter (rtd) Shirt Mifg. AAVOITY _ Ma. inte St! 

i 8 I 13. FATHER'S NAME 43 e 14, MOTHER'S MAIDEN NAME 

5g e 

By Samel / Dunn Unkyoyty __ catherine Carlisle 

- 2 * 18. WAS DECEASEDEVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 

a & (Yes. no. or unknown} (UF yes, give wor oF dotes of rermice) oe > c : . 

of No Records of Springfield tate Hospital 

23 

2a 

Se 

fe 

re 

Lf 

3 

é 

a 


tending physicion. 


TO FUNERAL DIRECTOR: After this certificote hos been si 


may be retoined by the hospii 


23. FUNERAL sy aaa oa Sarees l a “| Qa. REC'D BY REGISTRAR 
wane 0 (Yu ¥, Landers Y Aeeer aH | a - 


couse (0), stoting the under. 


lying couse lost. a 


ta buriol, cremation, or removal, and in any event within 72 hour, 


€ 
& 
5 eilS Parr I OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART T(o}]19. WAS AUTOPSY 
& Se ah 
2 3 Hypo i neumonia 224 ops ass, Wirth senile brain disehseO Nok 
2 = F200. ACCIDENT WAS UNDERLYING E]_ | 20b, DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port Vor Port Il of item 18.) 

© | OR CONTRIBUTING [) CAUSE OF DEATH 
2 © | (iF EITHER, NOTIFY MEDICAL EXAMINER} 

oj 2 ee 
3 & |20c. TIME OF INJURY” Month, Doy, Year ]20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, | 20. (City or town) {County} (Store) 
@ 5 gu es aad hile’ «2 Noeonaie foctory, street, office bldg., etc.) | 
2 2 p.m. 19 fot work [] ot work ' 
5 
3 21. | certify that | attended the deceased fram. _10= T= 58, 19. A tose DE eaeO SS 5 19.92. that | last saw the deceased 
3 alive on___ ae, boast and that death accurred ot 6154m, fram the couses and an the date stated above. 
3 SE eg Sg ESS DATE SIGNED 
vD 


seth NA2 CARD 
SIGNATURE LON A 
RRaKIANS = MyxQn  Nizankofipki 
‘2a. BURIAL, CREMATION, ‘2b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City. town, or son (Stote) 
REMOVAL (Specify) 
Pikesvi id 


u 11/3/59 id 
2ab. wile 'S SIGNATURE 
Crihun L Horns. 


_~ 


page 3 show 
the registror 


\ j 


y 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
e) : CERTIFICATE OF DEATH re ee 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare admission) 


a a. COUNTY ‘aay: RRO Li an TOneS a. STAT ; 4 LAND b. COUNTY CARROLL 
b. Ane ows (iF cutide ih limits, write so veaRd c. CITY OR TOWN (If outside carporate limits, write RURAL and give neorest town) 
wit 320 VEARY27 WESTMINSTER 


d. NAME oF BGAN (IF ~ in a ee, street address) » d. STREET ADDRESS e. 1S RESIDENCE 


aes Ben 4. AVE 164 PENWA. Ave ve) NOL 
es First Middle last 4, DATE Manth Yeor 
fee, £/ / 4 4 DUMER ER | tm Sctoeer 1€ 965 


5. SEX 6. COLOR OR RACE |7. MARRIED [[KIEVER MARRIED By 8. DATE OF BIRTH >. AGE (in year if UNDER | YEAR| IF UNDER 24 HRS. 
lay! birthdoy 
FEMALE |WHITE |wooweg — ovorceo 9 CT; / vy lose Kel occ Min. 


owl 


he funeral directar, 
should be filed with 


@ 


£ 10a. — JAt OCCUPATION (Give king of Sek pers 0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE“(State eos jareign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
A dugfig mast of seria i even if retired} eY 
7 —_— . 
3 Ato k = LK YL at Li2t-24all, LFA frp: Cf + 
14. MOTHER'S MAIDEN NAME 
7 So 
Akitley Abide Lfjt PAPLA MLE 


15. WAS DECEASED EVER a U, S. ARMED FORCES? |16. SQZIAL SECURMY NO. . 
* Tas, 10, 0 unknown) w es ene rer ereeal : 


18. CAUSE OF DEATH [Enter only one couse per line far (a). , “ 4 (2) 
Parr. DeaTH Was causeppy, = CC ERE PRA THROM BGES1S 
DUE TO 


Candilians, if ony, which (1 
gove rise ta immediate 

cate (a), stating the under. ( CUETO 
lying couse last. te 


OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)]19. Was AUTOPSY 
O xeO 

20a. ACCIDENT WAS UNDERLYING 1) | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury én Part 1 ar Part Il of item 1B.) 

OR CONTRIBUTING [) CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

20c. TIME OF INJURY Manth, Day, Year }20d. INJURY OCCURRED | 20e. PLACE OF INJURY [Home, form, | 20F. (City or tawn) (County) (State) 

Hour a.m. While Not sale foclory, street, office bidg., “el 1 
p.m. 19 Jal work [7] at wark 


21. | certify that | attended Wy deceased from.________.-_--_-----, 19__---, to, .-------------., 19._--.,that | last sow the deceosed 


olive on_O¢ PORE Ro wo Z, and thot death occurred otf 25 _M, from the causes and on the date stoted above. 
ADDRESS (Sireet, city or tawn, state) DATE SIGNED 


AGUA iW I 1 eV Piers. wo, 19 Ridge Ri, 0/16/59... 


INTERVAL ‘WEE! 
ONSET AND DEATH, 


Then please remave carbon papers. Pages 1 a 


gned by the attending physician and campletely filled in 


Past 


1: The low requires that the death certificate be execuled within 24 hours after death. Page 4 


, crematian, ar remaval, and in any event within 72 hod 
MEDICAL CERTIFICATION, 


detached far use as the burial-transit permit. 


ta buri 


RECTOR: After this certificate has been si 


oe 
—~ 


4 IAN'S : é 
Pe ae Daniel I. Beliater M.D. ae gadis Sn ee ee 
2 > ‘Wb, DATE yy, 1E OF CEMETERY OR TREMATORY LOCATION (City, fawn, or caunty (State) 

aS Speti Z 

Hed ge. Z| "LLL CLPE Ls, Whdi4 SIE LM AGS 


TO HOSPITAL OR ATTENDING PHYSICIA! 


Che DIRECTORS SIGNATURE a ADORESS 2da. REC'DAY RE aa ‘Zab. REGISTRAR'S SIGNATURE 


eaves! LL iplhon gli LVL Tae, Z7A jon OCh 209 ate 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 41230 
11252 CERTIFICATE OF DEATH gehen aa 


1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution; Residence before odmission) 
2, COUNTY a, STATE b. COUNTY 


MARYLAND 
arroll Maryland Montgomery —___V_ 
b. CITY OR TOWN {If outside corporote limits, write [ LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


rector, 
led wit 


of 


RURAL ond give nearest town} = 


Sykesville 6 mos. 2h da. Chevy Chase {3S x%-&% 


od. NAME OF HOSPITAL (if nat in hospital, give street address) d. STREET ADDRESS ¢. IS RESIDENCE 
OR INSTITUTION ON A FARM? 


Springfield Sta’ ital || 90h DeRussey Parkway ves NOD 


3. NAME OF Middl 4, DATE Ye 
DECEASED Jol Lost Month Day ‘ear 


Pee Erdman BEATA October 1 a 


5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [Rf |8. OATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRs 
last birthday) [Months] Days | Hours] Min. 
Female White — |wivoweo oworceo O] | February hy 1871 BBs. 


10a, USUAL OCCUPATION {Give kind of work ‘ae ke BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 
School Teacher »Retir oP Babes ce &c Maryland U.S.A, 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Francis S. Erdman Mary Gravas Erdman 


Ee ee Bi IU ate aol [* SOCIAL SECURITY NO. INFOMMANTS ia efie ld State He ttal 
no | none Hospital Record Sykesville, Maryland 


18. CAUSE OF DEATH [Enter only ane couse per line for (0), (b), and (¢).] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED 8Y; 

: IMMEDIATE CAUSE (o)_Bronchopnewnonia Days 
Y4.LO.0 DUE TO 
Conditions, if ony, which w_Arteriosclerotic heart disease Years 
gove rise to immediote 
couse (o}, stoting the ynder- ( CUETO 
lying couse lost. {eo 

Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO_THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 


ome associated with cerebral arteriosclerosis wi em NOC 


e funer 
2 should 


Pages 1 oni 


r death. 


Then plecse remave carban popers. 


ned by the attending physician and completely filled in 


er mit. 


the registrar prior ta burial, cremotian, or removal, ond in any event within 72 hy 


0c, ACCIDENT WAS UNDERLYING 11 ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Ill af item 18.) 
OR CONTRIBUTING (1) CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 120d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, form, | 20F, (City or town} (County) (Stote) 
Hour 0. m, While Not while foctory, street, office bldg., etc.) | 
p.m, 19 jat work [] at work [J] 


21. | certify that | attended the deceased from_March 20,.__. 19.59, a ee ! last saw the deceased 


alive on_ eben yp 2A 19.59 _, and that death accurred atlls5: fram the causes and an the date stated abave. 
} { ADDRESS (Street, city or town, state) DATE SIGNED 
Sittin NAB Oana Ans if October 15,19 


Springfield State Hospital 
NAME (tyes) 1166 Kamm, re Sykesville, Maryland 


To. BURL Comin, 226. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
NPuAL tira) 10/17/1959°| Druid Ridge Cemetery Baltimore, Md. 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS Wash, D.C.| 240. RECO 8Y REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


The S.H.Hines Co,,2901 lth St. N.W. oarfQCT 1.9 '59 Ciban 8. Fas 


1 or attending physician. 


CTOR: After this certificate has bee: 


may be retained by the has 


page 3 shai 


MEDICAL CERTIFICATION 


detached for use as the burial-tronsi 
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TO FUNERAL 


ae 
z> 
2a 
32 
Ss 


vant 


Poge 
or your files. 


‘* 


director. 


Pages 1, 2, and 3 to the fune: 
thin 72 hours after death. 


jive 


thin 24 hours ofter decth. if any deloy is necessary. please 
ith form PM3. Page 5 may be retai 


wil 


it permit. File pages 1 and 2 with the Sto 


wi 


d agent, prior to burial, cremation, ar removol, and in any event 


ECTOR: Poge 3 should be used as a burial-transi 


‘eo 


or its desi 


execute the certificate, writing the word “‘pending™ in pencil in Item 18. G 


4 should be forwarded to the Chief Medical Examiner's Office along 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed 


TO FUNER 


VS. AISME 
5M 2/57 


ard of Health, 


FOR STATE 
HEALTH DEPT. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 1 9 33 
P steabhons EXAMINER’S CERTIFICATE OF DEATH 4 


Reg. Dist. No. 
2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmistion) 


7, PLACE OF DEATH 


@, COUNTY ©. STATE b, COUNTY 
Carroll MARYLAND Maryland Gerroll ‘ 
b. CITY OR TOWN jl! outside corporate limit, write RURAL c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If cutside corporote limits, write RURAL ond give nearest! lown) 
‘end give neotent town} me 
Taneytown 25 years x Taneytown Cy 
d. NAME OF HOSPITAL O8 INSTITUTION {If not in hospitel, give street oddress) ie STREET ADDRESS @. IS RESIDENCE 
ON A FARM? 
11 Fairview Ave, “SS ee 
3. NAME OF First Middle Lost 4, DATE Month Doy Year 


Beaty October 6. . 1959) © 


Ma: Leuise Essig 


6. COLOR OR RACE |7. MARRIED (1) NEVER MARRIED [Jj] 8. DATE OF BIRTH 9. AGE (in years 


White wiboweo [7] oworceoT} | April 25, 1927 32 yn. 


Wo. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Slote ar fareign country) 
during most of warking life, even if retired) 
2p ton, D. 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Edgar Essig Minnie E. Stratton 


IFUNDER I YEAR| IF UNDER 24 HRS. 
Doys Hour: Min. 


12. CITIZEN OF WHAT COUNTRY? 


USA. 


15, WAS DECEASED EVER IN U. S. a FORCES? | 16. SOCIAL SECURITY NO. |17. INFORMANT Addren 
(Ves, 70. oF unknown) [it yen give war or doter o! tervice) 
1 22-9156_|__J._Derrell Nelson, Taneytown, Mds 
18. CAUSE OF DEATH [Enter only one couse per line for (a). (b). ond (c).} INTERVAL BETWLEN 


ONSET AND DLATH 


Ps ). DEATH WAS ED BY: 
ek enineeit cate LO YO WARY Gee Cusiton == sa 
4b 20¢ DUE TO 


Conditions, if ony, which ry 
gove rise to immediote coure 


(0), sloting the undertying( PUE TO 
couse los. ae (@. — 
PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH | DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)/19. ee Ea 
PERFORMED? 


vs) Nome 


200, EXTERNAL CAUSE WAS. 
PRIMARY [) or CONTRIBUTING C] 
CAUSE OF DEATH. 
20c. TIME OF INJURY 
Hour 9. m. 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port H of item 18.) 


20d. INJURY OCCURRED 
While Not while 
‘ot work ["] at work 


21. I certify thot | toak charge of the remains described above, held on Autopsy (_], Inspection 94 Inquiry ww and in my 
esulted fram: Natural causes 4 Accident [[], Suicide [], Homicide [], Undetermined manner (] 


Month, Doy, Year 


20e. PLACE OF INJURY (Home, form, 1201, (City or towny {County} (Stote) 
factory, sireet, office bldg., etc.) | 


H 


DATE SIGNED. 


2, Ve 


CHIEF MEDICAL EXAMINER [-) 
ASSISTANT MEDICAL EXAMINER fey 


_M.D. 


‘2b, REGISTRAR'S SIGNATURE 


2do. REC'D BY REGISTRAR 
8" £ Konak 


—_ 


ie funerol director, 
hould be filed with 


iT 


@ 


jan and completely filled in 
\ 


Then pleose remove carbon papers. Poges I an 


ES 
< 
a 
D> 
= 
a} 
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= 
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detached far use os the burial-tronsit permit. 
the registrar prior ta burial, cremotion, or removal, ond in any event within 72 hours after 


moy be retained by the haspital or attending physician 


TO FUNERAL 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 haurs ofter death. Poge 4 
poge 3 shoul 


= 


pir beng 9 — ce ee ieee ers tess 18 
ems ilmGe5 =16< e ¢ 
11254 CERTIFICATE OF DEATH 11232 


Reg. Dist. 


1. PLACE OF DEATH DENCE (Where deceased lived. I 


b. COUNT, 


MARYLAND 


otf a 


@. IS RESIDENCE 
‘ON _A FARM? 
yes 1] no() 
4. DaTE jonth Day Yeor 
= 
OEATH / f f / 5 


# 
19 4 7 
» MARRIED ———|9 AGE {In years IF UNDER 1 YEAR) IF UNDER 24 HR: 


vow =23 ~ $4 


yfs. 


ta; (a Months! Days | Hours Min, 


JAUOCCUPATION (Give kind 


IN (G 1Ob, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar fareign country) 
ing most af warking life, eve 


‘OTHER'S: NE NAME 
h 
_- 


12, CITIZEN OF WHAT COUNTRY? 


U.S.A. 


AbetA vob bye he 
INTERVAL BETWEEN 
4 9 / ae QUE TO 
Canditians, ah which (b} 
gave rise ta immediate 
cause (a), stating the under- Cree 
lying cause lost. e 


wark done 
f retired) 


(Yes, 10, oF Unknow (IF yes, give wor or dotes of service) 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o] 


cS ant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THEFERMINY, DISEASE CONDITION GIVEN IN PART 1(a}|19. WAS AUTOPSY, 

: te ey Db dis =D net 
$ A, a 7 vesQ)_N 

© 200. ACCIPEMT WAS UNDERLYING C]__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter notufe of injury in Part Iar Port Il af em 1B.) 

& | OR CONTRIRUTING LT CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

2 

& [20c. TIME OF INJURY Manth, Doy, Year | 20d. INJURY OCCURRED '20e. PLACE OF INJURY (Hame, farm, | 20f, (City or tawn) {Caunty) (State) 

3 Hour oo, m. While Not while factory, street, affice bldg., etc.) | 

= p.m. 19 Jat work (} of wark ' 


21. | certify, Se ies the deceased fram,__f A) az 10 . 19.44 that | last saw the deceased 
alive PS a oo at eee 5 244, and that death occurred at.J_?__/_M, fram the causes and an phe date stated abave. 


ADDRESS (Sjraft, city or Via, DATE SIGNED 
cA, AN: / C-t7 a 


ACTUAL wn Uy AA 
SIGNATURE 5 
purges (LS [= Pt ee te eed RS ee ee 


7. BURIAL, CREMATION, | 228, DATE THEREOF Z2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, ar caunty} (State) 
cif ~ A > f 
1S fe [20 Vig Kos k paper CEn6TEK} | HAAbERS TOMA “ap, 


23. psoas DIRECTOR'S: SIGNATURE . » ADDRESS do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Hae tn Jevgs ¥ PLBEENS PONS pian care NOV 1 0 '59 Onthun £ Fe 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 3: 
11255 CERTIFICATE OF DEATH : 11293 


1 


~S Reg, Dist. No. 

3 3 a; eo | 2: Be el (Where deceased lived. If institution: Residence before admission) 
38 ow Carroll marvtand |} °°" Mary land b COUNTY Carroll 

Pe b. CITY OR TOWN (If outside corporote timits, write} c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL and give riearest town) 

23 RURAL "REStutHster Life Rural, Westminster 

vs 3 d. ae icSTLITOR {If not in hospital, give street address) | d. STREET ADDRESS ® orth Peak 
€ é westuinster, Md, Ro D7 ‘Westminster, Md. R. D. 7 ves [] No 
26 3. NAME OF First Middle tost 4 DATE Month Day Year 
23 (Type oF print) Roxie Viola Fleischman DEATH 10/22/59 19 

-~— 

‘5. SEX . RA 7. . DAI T 9. A if IF UNDER 1 YEAR| IF UNDER 24 HRS. 
se SE 6. source CE MARRIED [[] NEVER MARRIED [_] | 8. DATE OF 8IRTH 7 S anicens Days ae 
3. Female White |woowe¢#  oworcent} | 5/26/1889 Ss hk gl he 2 
§ a 100. ols’ SS alla polls kind ai hee Ob. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

luring mast of working life, even if retire 
2 g Housewife-Housework The family home Carroll Co., Md, U.S.A. 
° £ 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
rs, Aas 
ge : Wesley Zepp Rebecca Heltibriddie 
Be. & a ia WAS: ieee an U. S. ARMED ine 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
a fet, ne. OF unknown} yet, give wor of dates of sevice) . = 
gin No Mrs, William J. Humbert, Westminster, Md, R-7 
53 : 
aay 18. CAUSE OF DEATH [Enter only one cause per li F (9). (b). and {c).] INTERVAL BETWEEN 
2a PART |. DEATH WAS CAUSED BY: / be cast eh al 
me i -, . 4 WMMEDIATE CAUSE (0) 
2z TL = 
=e / ~ DUE TO. 
> cars 
) Conditions, if any, which 0) 
z gove rise to immediate 
5 couse (0}, stoting the under. ( OVE TO 


ransit permit. 
to buriol, cremation, or removol, and in any event within 7: howeafte death. 


EE nes ¢ Cae Ke cee 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 haurs after death: Page 4 


¢ lying couse lost. fe 
oo 
BS 4 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{)]19. WAS autopsy 
<2 gle 
a38 3 ves) nol 
ares = | 200. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
$s & [OR CONTRIBUTING E] CAUSE OF DEATH 
ers G | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
obs 3 [0c TIME OF INJURY Month, Day, Voor ]z0d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, Farm, 720F (City or town) (County) {(Stote) 
3.v¢ a Hour an. While Not while factory, street, office bidg., etc.) ! 
ozs ¥ kw 19 fot work (J ot work |. H y, 
eS % 7 "2 
sou 21. ees that attended the deceased from (2 <f-/7 . WAZ, wae. Ea 2. 19LZ.,that | last saw the deceased 
2 , 
mn eo alive an Mé-¥ at aes) — wip. and that death occurred a! fram the causes and on the date stated abave. 
Os A yy ES (Stree, city ovgbwen, sgt) 
= 
a AL 7 y? 
3e : Sewatu LLM <a 25, Ip /Ze os ZO 4S Fa! ava) 
ee 
et / PHYSICIAN'S. 
eases NAME (Type! a ns : 
S3°°9 720. BURIAL, CREMATION, | 220. DATE THEREOF ‘Ze, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (State) 
>5.8° REMOVAL (Specify) 7 
eo ge Buria 0/24/59 Bixlers Cemete: Bachmans Valley, Carroll Co. Md, 
4 23. BUNERAL DIRECTOR'S SIG} ire / 2 ADDRESS 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
/ e ee, 
Ets ALttiond [1 :Addily Littlestom, Pas vateOCT 2.6 '59 then 8 Faawa 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTI E, 1 : « 
item ie 2 E et i id 11234 


cause (a), stating the under: 
lying cause last. () 


y-1 9 FilmG ey 11-5159 
: CERTIFICATE OF DEATH nce ua 
s . Dist. No. 
3 3, 1, PLACE CETeatS 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before pociiena: 
=2 Sa Carson maryiano || STATE Maryland ah Balto, City 
Be b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b | c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
8 A RURAL and give nearest town) 
352 Sykesville 3yrs.8mos.20diys Baltimore 18 > fa ld 
io) d. NAME OF HOSPITAL {IF not in hospitol, give street oddress) d. STREET ADDRESS fe. 1S RESIDENCE 
a Oo / 5 OR INSTITUTION ON A FARM? 
Re Springfield State Hospital 620 Wyanoke Ave, Yes ONO BR 
3 2 3. DECEASED First Middle Lost 4. ae Month Day Year 
=3 age Salat) Ma Agnes FOLEY DeatH = October 28, 1959 
2 S. SEX 6. COLOR OR RACE 7. MARRIED [_] NEVER MARRIED Jf] |B. DATE OF BIRTH 9. Boag em Lae IE TINDER ass 
= lon! in. 
en Female | White |wioowst) _ovorceoQ) | November 20, 1897 |6 ice a a i 
€ One 100. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
Be during most of working life, even if retired) 
a Telephone operator - Maryland U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
S ¥ John P, Foley Wilhelmine Deetzen 
z23 “4 1S. WAS DECEASED EVER IN U. 5. ARMED FORCES? }16. SOCIAL SECURITY NO. INFORMANT Address 
a & (Yas, no, of unknown) (IF yes, give wor or doles of service) 
iP No eres oJ Springfield Hospital Records. 
iS 8 18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), and (c)-] INTERVAL BETWEEN, 
za PART |. DEAT Y: 
ne 3 ales OFATIU MEDIATE CAUSE (0) Septicemia 1 week 
££ 4 x DUE TO 
se 
3 Conditions, if any, which (o Infected gangrenous decubitus ulcers Month 
z gave rise 10 immediote 
< DUE TO 
hey 
$ 
2 
# 
@ 
8 
ee 


$ Pagt Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1{a)|19. WAS AUTOPSY 
Q12| C.B.S.2ssoc.with other diseases cf wninow or uncertain cause, DEORE 

cu) D ho ea on Pp ral disease o he brain yes%&] No 

= ] 200. ACCIDENT WAS UNDERLYING 0] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part I! of item 1B.) 

& OR CONTRIBUTING [] CAUSE OF DEATH 

[UF EITHER, NOTIFY MEDICAL EXAMINER) 

S [20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY iHome, form, | 20F. (City or town) (County) (Stote) 

ry Hate. «eikne’ While Notiwhile factory, street, office bldg., etc.) | 

a p.m. Ww jot work [_] at work [} { 


auc area 29, 1927 that | last saw the deceased 
4 ree and that death accurred atLQ200.M, from the causes and an the date stated abave. 


; a at q ADDRESS (Street, city or town, stote) DATE SIGNED 
ACTUAL J Ly G 
SIGNATUR' £44 hel 
(/ 


21. | certify that | attended the deceased fram. 
alive an__ etober 2 ’ 


detached far use as the burial-transit permit. 


CTOR: After this certi 


the registrar priar to burial, cremation, ar removal, and in any event within 72 hau 


/ PHYSICIAN'S 


may be retained by the haspital or attending physician. 


<2 NAME yes)__\/ Agustin delCampo, M.D. _ Sykesville, Maryland 
3 ee Za. BURIAL, CREMATION, 2b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (State) 

=] yy) + 

hs Birtal’ | Oct 31, 1959 |New Cathedral Cemetery |baltimone, anyland 

© 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS Qda. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


& TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 


AIS (4) \. Yohn A. Menan 3000 & Baltimone S4,, Balto. 2 OCT 3 0'59 Onthun Mase 


SM 9/SB Ss 4 
\ 


| 


Page 4 should be 


ta burial, cremation! 


® 


tras 


If ony deloy is necessary, please exe 


ond 3 to the funero! directar. 


ge 5 moy be retoined for your fij 


File pages 1 ond 2 with the regi 


ow Page 3 should be used as o buriol-transit permit, 


cute the certificate, writing the word “‘pending’’ in pencil in Item 18. Give Pages 1, 2, 
or remov' 


TO DEPUTY MEDICAL EXAMINER: This certificote should be executed within 24 haurs ofter deoth. 
forworded to the Chief Medical Exominer’s Office along with farm PM3. Po: 


TO FUNER, 


VS. AISME(5) 
5M 9/55 


ime 2S cad Olin y, 


Ye WAS Sart E\ a: 7 ae eo. 16. SOCIAL SECURITY NO. | 17. Oo 
fas, 90, OF unknown) jive wer or dates of rervice) os ’ 
y, AW 215 = 1 §-ASt SY -— [Meo xT bee 


Item 20 Pilm MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
EDICAL EXAMINER'S CERTIFICATE OF DEATH 


112 


Reg. Dist. No. 


1235 


. PLACE OF DEAT 2 uA DENCI + deceased lived. If Institution: Reyidence before admission] 
“e. COUNTY // J) phos ff »counry fh 
MARYLAND ALL pf, 
b. CITY OR TOWN (if ounide corporate Fimits, write eu TH OF STAY IN Ib 
OMB Igi fe neorest town) y Sag Pods 
d. NAME OF HOSPIFAL OR INSTITUTION (If ndhin hospital, give street od Lal fe ore SORE e « Bene 
ig No 
3, NAME OF : A Te wi p—iiddle hae 4. DATE _aponth Dg Year 
(Type er print) a = Mh DEATH ; ” 1958 
3. SEX 6.cOl =) Qk RACE |7. MARRIED PY NEVER MARRIED [_]| 8. PATE OF BIRTH 9. AGE {In yeors [IF UNDER 2y/HiRs. 
M, VE Sea (eg (A tear bphetor) Months | Days | Hours | Min, 
widowed [] bivorced (] x3 yes, 
10a, USUAL OCCUPATION {Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSHRY |11. BIRTHPLACE (Stote ar foreign country) h2, CITIZEN OF WHAT COUNTRY? 
during sieat-ef working life, even if reti 4 TL. i 
‘pee rwr } 1 Lettered LISA 


14. MOTHER'S MAIDEN. TP acubhls 
p 


ecible oxprleal fy 


1B. CAUSE OF DEATH [Enter only one couse per line for (a), (6), ond (c).] 


Skew 


»K DUE TO 
, if any, which rs 
gave rise ta immediate cause 

(0), stoting the underlying’ CUETO 


rar aes me, Muck) pi &-PRad Totes 


INTERVAL BETWEEN 


ONSET 


‘AND DEATH 


21. | certify that | took charge of the remains described above, held an 


DEPUTY 


NAM Tyee} AMES ee A) p 


couse last. te 
FA PART Ii. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. bites Mat ides 
g q 

6 ves(]) NOC) 
‘© [200. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURRED. (E if injury i ii 1B 

% PRIMARY Cl or CONTRISUTING CD ; > : (Enter noture of injury in Port | or Port I of item 18.) 

fa ecco Ces Automobile Accident 

& | 0c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED. [20s. PACE OF INJURY (Ha (Home, Rech T20F. (City or town) {Caunty) (State) 
= Hor x ql lary, street, o| tc. 

8] 68 SE 15 8 59 [aa Not tile Hanpver Road” iHampstead Carroll Mad. 


Autopsy [[], inspection ae Inquiry [SY and find that 


ACTUAL LU 
SIGNATURE___ J Ace [Vda Mo, CHIEF MEDICAL EXAMINER oO 
ASSISTANT MEDICAL EXAMINER oOo 


MEDICAL EXAMINER: 


death edi Natural causes [7], Accident TC Suicide [J], Homicide [], Undetermifed cause [[]}. 


Zo. SURIAI MATION, | 22b. DATE ry 4 at 
MDVAL tote Ee ¥ oe 


Sais CEMETERY OR a4 | 


72d. LBCATION (City, town, or £0 


LAlLttekl 


I 


DATE SIGNED 


ey &/ 


‘24a. REC'D BY REGISTRAR 


oafGT 13 59 


‘2db. REGISTRARS SIGNATURE 


Chetan 8 


weer 


1 MARYLAND STATE sip oer OF HEALTH— BALTIMORE, 18 41 236 
FilmG ATE DEA: 
a e: CERTIFICATE OF DEATH tanta 
3 - 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution, Residence before admission) 
353i x) penis Carroll iaetean o-STATE Ma, b. COUNTY r 
3 rf b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib €. CITY OR TOWN (If ouhiide corporote limils, write RURAL ond give neorest town) 
6 RURAL ond eats nearest town) 
is Woodbine Baltimore 3V0 leu“ 
2 4. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS ©. 1S RESIDENCE 
cr el INSTITUTION ON A FARM? 
& NODA Goane Nursing Home 1 Park Ave, yes) not 
5 3. NAME OF First Middle Low Month Doy Yeor 
re (ype or print) MYRTLE F. FRANKLIN Octe 17, 19. 59 
a 
° 
ti 


5. SEX 6. COLOR OR RACE |7. MARRIED [_] NEVER MARRIED [J | 8. DATE OF BIRTH %. AGE, {In voor IF UNDER 1 YEAR] IF UNDER 24 HRS. 
ont Y) Months} Doys Hour: S 
female white — |wiowen gy —oworctot] | July 19, 1870 89m. pes 
We. USUAL OCCUPATION {Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Ma 


during most of working life, even if retired) 
14. MOTHER'S MAIDEN NAME 


= none Vk 
13, FATHER’S NAME 


UU John Sefton 


ysicion and completely filled in 


Then pleose remove corbon popers. 


to buriol, cremotion, or removol, ond in ony event within 72 hours ofter death. 


\ 
ie Deborah Foutz 
ANS. WAS DECEASEDEVER IN U. $. ARMED Fences 16. SOCIAL SECURITY NO. | 17. INFORMANT Address Md 
os {Yas. no, oF unknown) {UE ye, give wor or dotes of service) e 
no none Mrs. Roland E. Lane - Wagon Wheel Rd.,Gle Am, 


18, CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (<)-] 
PART 1. DEATH WAS CAUSED BY: , pret, 3 
IMMEDIATE CAUSE (0). Ctr hee, ae: 


Yu 2O DUE TO 


Conditions, if ony, which aaah 
gove rise to immediate 
couse (0), stoting the under- ( OVE 10 Pe Zs Ocr. g 
lying couse lost. ey / J 
Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT Serb berns— TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) | 19. Ae 
MED? 
yés() No[] 
200. ACCIDENT WAS UNDERLYING () ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port 1 or Port Il of item 1B.) 
OR CONTRIBUTING LD) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
tee 
20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (Cily or town} (County) (Grote) 
Hour o. m. While Not while. foctory. street, office bldg. etc.’ oa 
p.m. 19 [ot work [J] ot work [) \ 


21. | certify ae a the coco from... {775 Ss fai | eee tof ) Lf aa 198. ..that | last saw the deceased 


olive on__Z_ [—-v--e--- 124... ond that death occurred ot _ L348m, fram the causes and an the date stated above. 


ADDRESS (Strgey, city or town. store) DATE SIGNED 
seus HM - WA. Laat 


INTERVAL BETWEEN. 
ONSET AND DEATH 


nding physicion. 


MEDICAL CERTIFICATION 


detoched for use os the burial-tronsit permit. 


SIGNATURI 


moy be retoined by the hospitol o 
TO FUNERAL DIRECTOR: After this certificote hos been signed by the attending ph: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The fow requires thot the deoth certificote be executed within 24 hours ofter deoth. Poge 4 


3 PHYSICIAN'S 5 A 
Bf NAME (Type)_/ 7 Va xL fe. LIAL Pe Vike ESV (Ade L7, (he an. Oem 
ba 2 720. BURIAL, CREMATION, | 22b. DATE THEREOF 72c, NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, of county) Stote} 
a ¥) {Stote) 
at REMOVAL al” 
ge Bt 0/20/59 orraine Park Cem Woodlawn, Md, 
Fey, F pisses marron! e ATURI / ADDRESS i‘ —f 7 a. REC'D BY REGISTRAR = | 24b. REGISTRARS SIGNATURE 
} f ‘ % q a Kh op i t 
150 10037 Nan 4 frfbulps ¥ vyengy - ee par@CT 21 '59 Cnttun £ Kena 


_ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


vane 
~~ 


1237 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (J 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o}, 


U“b tt DUE TO 
Conditions, if ony, which ) _Arteriosclerotic cardiovasculer disease 


gove rise to immediote 


INTERVAL BETWEEN 
ONSET AND DEATH 


<<. @ Reg. Dist. 
3 a 1 le gto @s ee {Where deceased lived. If institution: Residence before admission) 
= gd 2 Carroll maryiand || ° STE Maryland BONN Otty 
is 
°° Mi b. CITY OR TOWN (If outside corporote limits, write ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
2 RURAL ond give nearest town) col V VA 
22 Sykesville l3yrs. limos. g3days Baltimore 29 DOE + & 
aa Ae ~ d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
el Ba OR INSTITUTION ON A FARM? 
e: S43 d State Hospital 1016 Woodington Rd, ves (] NO 
= 5 3 Nar First Middle A lost aber Month Doy Yeor 
ue (Type or print) Margaret Fritzel DEATH October 23, 1959 
se S. SEX 6. COLOR OR RACE |7. MARRIED EI NEVER MARRIED [-) | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS 
s lost birthdoy) [Months] Doys | Hours] Min. 
2s Female White wivowep [] Divorced [] July 7 , 1879 BOO. 
ea 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 z during most of working life, even if retir 
hs > |__Housework - 0H. Marylend U.S.A. 
io 2 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
5 
rox George Blum Mary Snag 
$ 8 be WAS Batian alas IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
a a fs. ne, or unknown) (IE yes. give wor or dates of service) 
Ea No | - - Springfield Hospital Records 
29 
$s 
Se 
fe 


couse (0), stoting the under- (DUE TO 

pivinigy cepa: le8)) a 
oO Paar Il. OTHER SIGNIFICANT saranole: types ns NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19, WAS AUTOPSY 
Schizophrenia, parano’ ypee Fracture, left femur, eee 


20a. ACCIDENT WAS UNDERLYING (1) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 


MEDICAL CERTIFICATION 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY [Home, form, u 20F. (City or town) (County) (Stote) 
Hour 0, m. While Not while foctory, street, office bldg., ete.) | 
pom. 19 Jot work [] ot work i 


21. | certify thot | ottended the deceosed from Nove 11,_ 4 19.58, toOOcteber 23, 1959 thot | lost sow the deceased 


olive on. October 23, 19 59 


ond that death occurred at8250A om, from the causes ond on the dote stated obove. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


CTOR: After this certificate has been signed by 


detached for use as the burial-transit permit. 
the registrar priar ta burial, cremation, or remaval, ond in any event within 72 haurgafter death. 


may be retained by the hospital or attending physicion. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificate be executed within 24 haurs after death. Page 4 


# Z 
e. / Aine HCourcen eo 7 ‘Ye 7 > no Springfield State Hospital 10/23/59 
7 
z2 RAIANS Francesco Magro, M.D. Sykesville, Maryland 
2Z ie Ro. ROS ETRE EHATION: 22b. DATE THEREOF ac. NAME OF CEMETERY OR CREMATORY F , town, or county) (Stote) 
23 ‘Bartel’ | 10/26/59 | New Cathedral Cem. Balto.Md. 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 24a. REC'D BY REGISTRAR 24b. REGISTRAR’S SIGNATURE 
Vs AIS (4 Witzke Funeral Dir.4101 Edmondson Aves |... OCT 26'59 Onthun £ Kare 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
11239 CERTIFICATE OF DEATH __ 11298 


Reg. Dist. No. 


Pl?) Months] Doys | Hours | Min. 
yes, 


nh ee F 
% a y ‘ 1. PLACE ¢ mis DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before adminion) 
gs to Mi ) marviano || >> wCOUNTY - 
: sa dj ts) Cn. ii LALLY. Lihen ty 
£3 ere b. CITY be: TOWN (If outside corpordte limits, write €.CITY OR TOWN (If fide corporate limits, write "RURAL and give neares! town) 
3 38 re ond Ze nearest town) ———— 
2 S52 Y, ae, J 4 
. 3 peas éZ2 
ee d. mane o Lb PITAL (it no} in hospital. give strest address) @. IS RESIDENCE 
oO -_ Dy } OR INSTITUTION, eC par 
ao ‘ yes] No Gj 
: & 
J 
=o 3. NAME OF Month ¥ 
=) oe DECEASED m0 ees i! 
a 3 (Type ar prin!) 2 WS A 
c 
= & AGE (In yoors IF UNDER 1 YEAR [IF UNDER 24 ARS, 
5 to 
7. 
7 
5 
Fy 
3 
2 
3 
° 
oO 
2 
5 
8 


ae . USUAL OCCUPATION (Give kind of.work done] 106, KIND OF 6USINESS OR INDUSTRY iM. “TIRTHPLAC {Stote or ‘Srey couhtry) 12. CITIZEN OF WHAT COUNTRY? 
os during mast of working life, even if retired) 2 dj 

23 2 a THs. WY F) 3, 

a5 oe 14. MOTHER'S MAIDEN NAME a 

os , 

oo , 

oe DIZ 

£ 3 . S. AR R 16. SOCIAL SECURITY NO. | 17. INFORMANT jRah 

on — “4 1 
he — Lita Lasdba X- C2 Z LZ 
3 18. CAUSE OF DEATH [Enter anty one couse pertine for ey b). ond (c}-]/ y y INTERVAL BETWEEN. 
a PART I, DEATH WAS CAUSED BY: Vi o “A 4 

5 IMMEDIATE CAUSE (o}_. CA OE EEE 4 a a Ah Cl Euitrdd’ {1 , 
2 

= 


ffX K DUE TO ~ = SarennyT 
Conditions, if ony, which 1 chu eee dg: e Ad 


gove to immediate 


covse (0), stating the under. ( DUE TO RS he Zh 
lying couse last. te a Avant fA 1A 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELAYD TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a) ]19. WAS AUTORSY 


vées(] nog 


20a. ACCIDENT WAS UNDERLYING [] ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Part It of item 1B.) 
OR CONTRIBUTING [1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20F. (City or town} (County) (State) 
Hour a.m. While Not while foctory, street, affice bldg, etc.) 
p.m. 19 fot work [7] of work [J H 


21. t certify that | gttended the deceased frama PC ee. awe 198A. S10. @ MZ: ---, 1%2_Z.,that | last saw the deceased 
alive an. ~a 2 Sale ee and that death accurred a OGM, fram the causes and an the date stated abave. 


: After this certificate has been signed by the attending physician and completely filled in, 
MEDICAL CERTIFICATION: 


detached for use os the burial-transit permit. 


te burial, crematian, ar remaval, and in any event within 7: 


‘© HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death ce: 


may be retained by the hospital ar attending physician. 


8 ey ADD I-city or townfAote) DATE SIGNED 
ACTUAL . 
26 SIGNATUR $tecsa LES. AAA oie. Melly 
Fan PHYSICIAN'S 
z28 | NAME (Type) Abi RIND LY CHER WD EEDA WWD MAL? Sie 
E a NEE EE BI LIL ED EE re dd” 
go> 7. BURIAL. CREMATION, y DATE i Ze. NAME OF CEMETERY OR CREMAT 22d. LOCATION (Cit, town, oF county) ~__ fStete) 
S58 gees (Specify) j 
oft 2 LA. bli 201092, Fad . 
ee B. 7 DIRECTOR'S LOW, faa. REC'D BY REGISTRAR “| 24b. REGISTRAR'S SIGNATURE” 
vee) vate OCT 29°59 Coattan & Foautt 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


= 


eu CERTIFICATE OF DEATH 11239 
-£ Mi \ Reg. Dist. Mo. 

ah a) 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) . 
Ew a. AR Tae °. b. COUNTY eC 
Be b. CITY OR TOWN {If outside cosporote limits, write | c, LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
3 RURAL ond give nearest town) 

D 2 - 
23 143 days Baltimore zval 
22 d. NAME OF HOSPITAL (If nat in haspitat, give street address) d, STREET ADDRESS: e. IS RESIDENCE 

2 OR INSTITUTION : , ‘ON A FARM? 

ee: Henryton State Hospital 904 N. Gilmor Street ves (NO El 

£6 3. NAME OF Fint Middle Lost 
2 DECEASED 
af (Type or print) 
“¥ 5. SEX 6. COLOR OR RACE |7. MARRIED fi] NEVER MARRIED [] |8. DATE OF BIRTH 9. AGE (In years 
° F 1 N last birthdoy) Min, 
3 emale egro wioowep [1] oIVORCED [] June ? 192 yrs. 
Ea. 10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
82s during most af working life, even if retired) 
Des Maid Virginia Ve By wy 
S25 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
5 


Unknown 


Betty A. Gross 


= 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
a {Yes, no, of unknown) {IF yen, give war or dates of service) ee offen 4 
2 Ne Unknown Ethel L. Hall = Patient 
1B. CAUSE OF DEATH [Enter only one couse per line far (a), (b), ond (c).] INTERVAL BETWEEN 


ONSET AND DEATH 


PART |. DEATH WAS CAUSED BY: a . 

IMMEDIATE CAUSE (o)___ Fax advanced bilateral cavitary 
a aX bUETO «= tuberculosis 

iny, which 


Conditions, if (b) 
gove rise to immediote | 


Then please remove corban popers. Poges | 0 


couse (0), stating the under. ( DUE TO 


lying couse last. e 
Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1{0}]19. WAS AUTOFSY 
yes] no] 


The low requires thot the death certificate be executed within 24 hours after death. Poge 4 


may be retained by the haspitol ar ottending physicion. 


200. ACCIDENT WAS UNDERLYING 01 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port of Port Il of item 18.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


[20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 
Hour 0. hile Not whi 
p. 19 fot work [] ot work [] 


21. | certify that | attended the deceased fram. 
0 


‘20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
factory, street, office bldg., etc.) | 
‘ 


MEDICAL CERTIFICATION 


24 


_, 19.2 9that | last saw the deceased 


After this certificote has been signed by the ottendi 


detoched far use os the buriol-tronsit permit. 
the registrar prior to buriol, cremotian, or remaval, ond in any event within 72 ho 


g alive on eal) 2*\M, fram the causes and on the date stated abave. 
fe} ADDRESS (Street, city or town, stote) DATE SIGNED 
S } ACTUAL ol HAE, 4h, Dez-s Ws nts Henryton, Maryland 10-25-59 
23 NaMeineajors Edgars M, Maculans, Supt. 
Sa 
3 ie, BURIAL. CREMATION, 7b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or caunty) (State) 
55 D = 
= 72-25-59 LEZ 

2 % 
2 23. FUNERAL DIRECTOR'S SIGNATURE 2 ADDRESS ‘Qha, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


& TO HOSPITAL OR ATTENDING PHYSICIAN. 


= 
a 
= 


As Se 
Boren S Go lle \ ome 65 28°58 Caktuy SAL enn 


g 


M 9/SB. 


in 24 hours after death: Page 4 
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funeral director, 


is: 
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ta burial, crematian, or removal, and in any event wi! 


detached for use as the burial-transit permit. 


a 


the registror 
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page 3 shai 


SM 10/87 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 < 1 24 0) 
CERTIFICATE OF DEATH 


Reg. Dist. No. 
2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 


1. PLACE OF DEATH 


0. COUNTY Baton ©. STATE 7 b. COUNTY te ZA tf Lh 


b. CITY OR TOWN (If outside pat corgprcteti its, weil ¢. LENGTH OF STAY IN 3) [os See TOWN, att inde corporate Vinits: write Lie ond give neares! fown) 


RURAL ond give neg gtbwttey NX [tt Cattal —— tit¢ 


3. NAME OF HOSPITAL i notin nviplialgive seat case ] 4, STREET ADDRESS 
OR INSTITUTION 


“Sa 

whatkece lhe Z A ves) Noy 
First Middle Lost 4, DATE Month ry 

DECEASED ; ee ed f : 

{Type or print) JAA HAMS “Kk DEATH CheEY 19.5 


5. SEX 2 6. COLOR OR RACE | 7. prerrss NEVER MARRIED 8 DATE/OF BIRTH 9. AGE (In years [tf UNDER 1 YEAR|! UNDER 24 HRS. 
, 3 Oo ( 6 Igst olny) Months| Doys | Hours| Min. 
} wivowen [) pivorceo [1] \3B SEF Cs mm. 


Wa. Loe OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY V1. BIRTHPLACE (Stote or foseeor country) 12. CITIZEN OF WHAT COUNTRY? 


Mere. of pecking We, ‘even if retired) A, 33 o Z e WP Ss “ 


13. FATHER'S based ) 14, MOTHER'S, MAIDEN NAME 
COLO T OL GEE 
1S. WAS DECEASED EVER IN U. S. ARMED ae 16. SOCIAL SECURITY NO. |17. INFORMANT » Address ; 4 
Yes, no, er unknown) (1 yes, give wor or dates of vervice) 4 “fi - - 
A es Lip 2 ce- IG Leetd) tthe the Late, 


INTERVAL BETWEEN 
ONSET AND DEATH 


3. NAME OF 


PART !. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


om DUE TO 
Conditions, if ony, which © {asa OCNrtacs 


gove rise to immediote 
DUE TO 


couse (0), stoting the under- 
lying couse lost. e ies L Z 
Pant Tl OTHER SIGNIFICANT ores CONTRIBUTING TO BEATH BUT NOT RELATED! TERMINAL DISEASE CONDITION GIVEN IN PART Tfo}]19. WAS StU ORY 
Me a no) 
200. ACCIDENT WAS UNDERLYING C1 | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port tor Part M1 of item 1B.) 
OR CONTRIBUTING USE. OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


————————EEEE EE ee 
20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, fan 1204. (City or town) (County) (Stote) 


rx 


MEDICAL CERTIFICATION: 


Se: a aha factory, street, office bldg... et 

ren A?) ps june clieneectts] i es 
21. | certify that | attended the deceased fram.____ f2A@__, 19a NS 195 that | last saw the deceased 
alive on. @ = Ser) Li eey. and that deoth accurred ot £2 6_SAM, fram the causes and an the date stated abave. 


SS (Street, city or town, stote) DATE SIGNED 
Yel)” MManatdl, 22k. Lass 
macuns HHOWAYD FE HALL ae VIVES VIALE 3 Waa ae 


ee ee ee ee eee 

Ro. renoy eesin | 7 Ep DATE i Re. i oF Soke OR as osha 7) LOCATION (City, ss oF county) (Stote) 
Al MY) oe, 

724 \, Ve 


2. _ ERA pi Son SIGNATURE ‘24a. REC'D BY Ctiteg 2ab. Paar 'S ROR ATUR 


ADt RESS Wt, 
ARLE) LY Veale z Ld, Jp acon yerem Citta Hawa 


ACTUAL 
SIGNATURI 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 tC 
CERTIFICATE OF DEATH ’ _ 1Tar 


a_i 
-% 
= 
S 


=x Reg. Dist. No. 
3 = 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed liyed. If institution: Resjdpnce before admissi; 
£3 SL “fi jf MARYLAND || % Ue Sahn 
ack Att ttt] t 
zB 3 b. CITY OR TOWN {If autside corporat liens, write | c. LENGTH OF STAY IN Ib c. CITY i imits, write RURAL ond give neores! tawn) 
3 RURAL ong-give gearest town} * 
za 
ee PW VWYltiaittitsley| JS ¥0 
ri 


e, IS RESIDENCE 
ON A FARM? 


yes NoO) 


4. DATE Moni Doy Yeor 


OF 
Sin Gee /z $f 
9. AGE {In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


ea Months Doys | Hours | Min 
. 


11. BIRTHPLACE (State or fo country) 12. CITIZEN OF WHAT COUNTRY? 


IAME OP HOSPITAL (If not in hospitol, give street oddress) f d. STREET ADDRESS 


* oR INSTITUTION L— 
. First idl € Lost 
eu b epree - KELFE RICH 


rere 6. COLOR ri RACE |7. MARRIED (JX NEVER MARRIED [] | 8. DATE - BIRTH 
mM wioowe] _oivorceo tO) | / 2—- 7= / a 73 


100, USUAL OCGHPATION (Give kind of work done] 10b. KINSYOF BUSINESS OR INDUSTRY 
during most4f warking life, even if retired) f 
13. FATHER'S NAME t | 14. Leste NAME 


i akg 16. SOCIAL SECURITY NO INFORMANT Address 
Lectecten 
-/4- 149. Pracoly Brash Gfodis. Maus 
1B. CAUSE OF DEATH [Enter only ane couse per line for (0), (6), and (c)-] 
PART |. DEATH WAS CAUSED BY: . ee 
" IMMEDIATE CAUSE {0}, 


af ’ DUE TO 


Conditions, if ony, which aa 2 l$ea~4 deetae re bas 


gove rise to immediote 

couse {o), stating the under. ( DUE TO 

lying couse lost. {c}. 
Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. WAS AUTOPSY 

yes No 


tf 


jled in 
A 0 
7) 


‘AS DECEASED EVER IN U. S, ARMI 


S. 180, oF unknown) ive wor oF 


INTERVAL BETWEEN 
OMA AND DEATH 


Then please remave carban poper; 


200, ACCIDENT WAS UNDERLYING 0 
OR CONTRIBUTING [ CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature af injury in Port | or Port Il of item 1B.) 


20c. TIME OF INJURY Month, Day, Yeor 
Hour a. m. 


20d. INJURY OCCURRED 


While Not eal 
at work ‘at work 


2c. PLACE OF INJURY (Home, farm, 1 20f. (City or town) {County) {(Stote) 
foctory, street, office bldg., etc.) | 
i 


A AZ, to. Qek = 195f that | last saw the deceased 


and thét death accurred a AM, fram the causes and an the date stated abave. 
DRESS (Siree!, city or oo 


MEDICAL CERTIFICATION, 


TOR: After this certificate has been signed by the attending physician ond complete 


detached for use as the burial-transit permit. 
the registrar prior to burial, crematian, ar remaval, and in ony event within 72 haurs after death. 


may be retained by the hospital ar attending physicion. 


vv 
@ 0. MA _AAcl i 
3 PHYSICIAN'S, 
zis /| [Rin mn WH Foal D Marches ter M 
2° 720. BURIAL, CREMATION, | 22b. DATE THEREOF Te. N. ‘OF CEMBTERY OR CREMATORY |. LOCATION (Ci — ‘or counts 
5 8 j ADVAL (Speci b -/ t— $7 
3 4, 
2 FUNERAL DIRE ‘OR fet ay PODRESS Qda. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 


& TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 hours after deoth. Page 4 


SAV te 4 
SM 9/SB. e za (Ame 7 ln AL] 


» 
a 
= 


pate OCT 14°59 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 haurs offer death. Page 4 


cad 


the funeral director, 
should be filed with 


Sd 


bon papers. Pages | a! 


ofterdeath. 


dang 


Then please remove 


: After this certificate has been signed by the attending physician and completely filled i 


detached far use as the burial-transit permit. 
¢ ta burial, cremation, or removal, and in ony event within 72 ha 


jist rar’ 


may be retained by the haspital or attending physicion. 


TO FUNERAL DIRECTOR: 


page 3 sha 
the regi 


VS AIS (4) 
15M 9/55 


_ MARYLAND. STATE ; DEFART MENT © OF je ial ia 18 


ten poy) 
11240 “CERTIFICATE OF DEATH neg. oon nad 1242 
Ay a pee DEATH z yal pale Se (Where deceased lived. If institution: Residence befare admission} 
o. Z ; pha hygepe, b. COUNTY ; C4 py A ey 4 


b. CITY OR TOWN {If outside corporote limits, write 
,RURAL ond give nearest town} 


c “ae OR TOWN A adfside corparate limits, write RURAL and give nearest town) 


WZ ad fF 2d Bt. 


¢. LENGTH OF STAY AN Ib 
;. d. STREET 77S LZ 4 €. fey eee 
SPY Viper, SAP yes (] no Ff— 


DERtel give street St) 


(LIT 


4 Sensi OF eae (IF not in he 
R INSTITUT! 


9° NAME OF First Middle lost 4 i Month Day Yeor 
(Type or prin!) ALONE YLEISLE ¢ DEATH (Zama i F 
6. COLOR OR RACE |7. Ri 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 
: OR R MARRIED [] boo MARRIED (] oo - srbincey) am 
wivowen EJ oivorceo | 77 IGeka 
USYAL OCCUPATION {Give kind of work done] 105. KIND OF BUSINESS OR INDUSTRY] 11. nor (Gtote ar foreign country) 12, CITIZEN OF WHAT COUNTRY? 
‘during most a3 wotking, life, even if retired) fT , af . 
; Ctned 42. 772: LL Ss ff 
3 Va MOTHER'S MAIDEN NAME 
ee / } Hy LLIAL, Hood 
TP, 5 > i A), 
Tg, WAS DECEASEDEVER IN U, 8. ARMED FORCES? [I6, SOCIAL SECURITY NO. ] 17. INFORMANT ; ‘ 
(Yes, 0. oF unknown) (1 yes, give wor or dates of service) ee ew, a 
= = — Lhegort- LL 


18. CAUSE OF DEATH [Enter only one couse Pepclipe For (0). (ond (€h] a INTERVAL BETWEEN 
PART I, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) th A —- AeA a. Ath face Zz g2 


: Sterne" 


UY. Y OUETO Z os Ll 

Conditions, it any, which wo AS Cot LCG IKKE CSE arti hy) Yr 
gave rise to immediote r, 1 oof 
co¥se (0), stoting the under. ( PVE TO a s :. 

tying couse lost. te SEL ELE> A Ca eetg eel tte 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART !(a)|19. Betas ar 
ERFO! 


MED? 
ves) no] 
200. ACCIDENT WAS S-UNDERLYING (2 | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part I! af item 1B.) 
‘OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
[20c. TIME OF INJURY Month, se Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, i, Pe (City or town) (County) (State) 
Hour. m. While __ Not while factory, street, office bldg., etc.) 
p.m. lot work ([] ot war a 


eh | certify that =r the deceased fram GZ eA a , WL tas - a i 7m 1 2,that | last saw the deceased 


‘and "9 death accurred itoaday fram the causes and on the date stated abave. 
est, city or toh, st led DATE SIGNED 


iy SS. 
(ID Ltn Lhd, etl ted hac hed, lly 


MEDICAL CERTIFICATION 


PHYSICFAN’S: 
NAME (Type) 


Spacesatie. flO 
24a, pron ae ‘Bab. REGISTRAR'S SIGNATURE 
NOV 2 '5S9 Onthug & IGcnina 


= 
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vs 


seal 


Tted with 


e funeral director, 


fh 
hould 


th, 


Then please remave carban papers. 


1 ar attending physician. 
TOR: After this certificate has been signed by the attending physician and campletely filled in 


may be retained by the hasp 
. 


page 3 shad 


, crematian, or remaval, and in any event within 72 haurs of 


detached for use as the burial-transit permit. 


the registrar priar ta buri 


TO FUNERAL 


> 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 { 1243 
11263 CERTIFICATE OF DEATH sian he 


W PLAGE OF DEATH Zz Peare RESIDENCE (Where deceased lived. If institution: Residence before admission) 
2 MARYLAND Bee Maryland pr GoUN 


b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN Ib c, CITY OR TOWN {IF outside corporate limits, write RURAL ond give nearest fea 


RURAL ond give nearest own) pciidags Baltimore 3Vol-¥ 


(If nat in hospital, give street address) d. STREET ADDRESS ‘e. IS RESIDENCE 
ON A FARM? 


d. iE OF HOS! 
oR INSTITUTION 


Springfield State Hospital one-Came from Bay View. ves (No Bm 


. NAME OF First Middl 4. DATE 
DECEASED “ia Beil) lost Manth Day Year 


(Type or print James Hogan bam October 25 19 59 


S. SEX 6 COLOR OR RACE |7. MARRIED] NEVER MARRIEDIE] | 8. DATE OF BIRTH 9. AGE (In years [JF UNDER | YEAR| IF UNDER 24 HRS. 
lostebisthdoy) [Months] Doys | Hours Min. 
Male White = [wivowent] _vivorceo 1) 1872 7 ys. 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State of foreign country) 12. CITIZEN OF WHAT COUNTRY? 
dyring most of working life, even if retired) , 


Beggar Voi FLL, S Unknown Unknown 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Unknown Unknown 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. GHAPp. NO. INFORMANT Address 


nie = eee Springfield Hospital Records 


- 
1B. CAUSE OF DEATH [Enter only one couse per line far (a), (b), ond (c).] INTERVAL BETWEEN 


ONSET AND DEATH 
PA BEATS SERRE, Bilateral brenchopneumonia. Days 


r Gf DUE TO 


Conditions, if ony, which 6) 
gove rise ta immediote | 


cause (a], stating the under. ( OUE TO 
pee Soom lars 


P, I, OTHER SIGNIF IT Ce oa INS LONTRIBUTING TO DEATH BUT Ni LATED ° Gua L_ DISEASE CQNDITION GIVEN IN PART I(o)|19. WAS AUTOPSY 
C.B.S.assoc.with a of Intaxteation without qu: g phrase. PERFORMED? 


yes] No & 


(0a. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Part | of Port I! of item 1B.) 
OR CONTRIBUTING 1) CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED =| 20e. PLACE OF INJURY (Home, form, 120 (City oF town) {County 
Haur a.m. While No! while foctory, street, office bldg., etc.) i 
lot work [7] of wark 


MEDICAL CERTIFICATION, 


3ORMiram the causes and an the date stated abave, 
ADDRESS (Street, city or town, stote) DATE SIGNED 


SIGNATUR Zz set 


me Agustin + oad M.D. 


Za. SURAL: 2 ST IN, | 22b. DATE Les vile NAME OF CEMETERY OR CREMATORY 


10 -b~ 


OR'S Bie 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


11244 


Reg. Dist. No. 


18. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b), and {c)-] 


INTERVAL BETWEEN 
ONSET AND DEATH 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o1___ Tuberculous pneumonia 


ie A 

8 = Ow 7 ies aaa) 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare odmissian) 

£3 ap Carrell MARYLAND Maryland = %™ Geet 

Be 4 - b. CITY OR TOWN (If autside carporate limits, write |, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If autside carporate limils, write RURAL ond give nearest tawn) 

$ RURAL and re gep st fawn) 

52 e8 e hyrs.Smos.7da Rising Sun, Mde DIX-2 

z2 = a. NAME OF HOSPITAL {if not in hospital, give street address) cd. STREET ADDRESS e. 1S RESIDENCE 

&. OI pringrield State Hospital None Yes [NOX] 

5 3. Ne First Middle Lost 4. pare Manth Doy Yeor 
3 (Type or print) lydia Isadore Love Keilholtz DEATH October 26, 1959 
3 pee 
8 5. SEX 6. COLOR OR RACE |7. MARRIED PURNEVER MARRIED [_] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
a last birthday) 
4 Female White |wioowep  ovorcot | July 20, 1874 3B i" 
oh 10a. USUAL OCCUPATION (Give kind of wark dane|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g 3 during most af warking life, even if retired) 
53 ousewife - Maryland UeSeAe 
sé 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
3 
es David Love Eleanor Duff 
=] 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
& {Yes no, oF unknown) {UF yes. give war of dates of service) 
= No - - Springfield Hospital Records: 
& 
a 
5 
x 
= 


te has been signed by the attending physician and campletely filled in 


L | lege crews bet nrrefao. 
PHYSICIAN'S =|, 


NAME (Type) Agustin delCampo, M.D. 


Za. BURIAL. CREMATION, | 2b. DATE THEREOF 
REMOVAL Specif ) 


6 


2c, NAME OF CEMETERY OR CREMATORY 


72d. LOCATION (City, fawn, ar county) (State) 


24a, REC'D BY REGISTRi 24b, REGISTRAR’S SIGNATURE 
OCT 29°59 Cntha 2 Fiaon 


wN 
c 
a 
: 
3 
4 00 on x DUE TO 
BS Canditians, if any, which w__ Generalized arteriosclerosis YearSe 
fs gove rise lo immediote | 1. 1 
a cause (a), stating the under- 
$7e2 4 lying couse last. Q 
Ch os any Il. OTHER SIGNIFICART CONDITIONS CQNTRIBYTING 1Q DEATH BUT NOX RELATED TO THRTERMIBIAL DISEASE CONDITION GIVEN IN PART 1(0}|19. WAS AUTOPSY 
Bats g §.BeS.a5s0e wwith Senile brain disease with psychotic reactions PERFORMED? 
a 88 6 od |5| Ffacture,right tibie and right fibula. Pulmonary tuberculosis, Mp Jie 
ree = [200. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il of itern 1B. 
iach & | OR CONTRIBUTING L] CAUSE OF DEATH 
Bees © |{iF EITHER, NOTIFY MEDICAL EXAMINER) 
oEo5 & ]20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, ; 20f. (City or tawn) (County) {State} 
aes g a Hour a.m, * While o Natiwhile, factary, street, office bidg., etc.) ! 
33 - J 
BELLS = p.m. at work (_] at work ' 
cease. o z 
os 3s 21. | certify that | attended the deceased from_May_ 19,5. = ae A 19.55, toOgtober 26, , 19. 59that | last saw the deceased 
2290 4 
2683 alive on_October 26, | 1927 _ and that death occurred ats 20QPM, from the causes and an the date stated above. 
0-85 ADDRESS (Street, city ar tawn, state) DATE SIGNED 
ae se 
2p 
oO 
7 
3 a 
eae 
BY 
a te 
5 © 
E = 


page 3 sha 


Get, 29 


PUAN, LAS [3-06 : 
ERAL DIRECTOR'S SIG (Ds $$ 
M44et) - DL Aingathin 


& TO HOSPITAL OR ATTENDING PHYSICIAN: The faw requires that the death certificate be executed within 24 haurs after death. Page 4 
TO FUNERAL 


AIS (4) 


SM 9/SB Ad] DATE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ms 
11265 CERTIFICATE OF DEATH 11245 


Reg. Dist. No. 


* 2 
& 3 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, If institution: Residence before admission) 
cual @. COUNTY iaeviiee o. STATE b. coung 
5 a Maryland ontgomery v 
— Se b. CITY OR TOWN (IF outside corporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (IF outside corporote limits, write RURAL ond give neorest town) 
8 os RURAL ond give neorest town) os 
2 ‘ 
is 25 pKesy moo days Monroy La Nary Land 4, — 
£ 2 d. NAME OF HOSPITAL (If not in hospitol, give stree! oddress) d. STREET ADDRESS e. IS RESIDENCE 
5 ~ Ol S OR INSTITUTION ON A FARM? 
a 3» ~ | Springfield State Hospital yes [] NO e3 
o cet 
=o 3. NAME OF Fi Middl 4. DATE y 
= 3° Haier irst idle lost DA Menth Day ear 
Sarcie (Type or print) Earl Kindley DEATH Oct. 25 19 
= Se 5. SEX 6. COLOR OR RACE |7. MARRIED [St NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 20 HRs. 
| lost birthdoy) [Months] Doys | Hours] Min. 
z as winoweo]__pivorceo () | November 22,1893 65». 
2 £8. 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
2 88 3 during most of working lite, even if retired) | pp 7, 
S$ Bes Farmer and Teacher _|"8"mer “Music Teecher Maryland American 
see 8 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
e of 
8 Be Miel Linthicum Mary Prudum 
= 8 1S, WAS DECEASED EVER IN U.S. ARMED FORCES? [16, SOCIAL SECURITY NO. INFORMANT Address 
(3 jet, 0. oF unknown) A ye, hve war oF dates of sere dy ry 
: unknown | $20~34-0907| vrs Ada Ma i ouee 
H 18, CAUSE OF DEATH [Enter only one couse per line for {0}, (b), ond (c).] INTERVAL BETWEEN 
a PART |, DEATH WAS CAUSED BY: : 
5 IMMEDIATE CAUSE (0} Myocardial Infarction 
a 2 3 rx DUE TO 


Conditions, if ony, which is Cerebro- Vascular accide: da 


gove rise to immediote 


The law requires that the death certifi 


After this certificote has been signed by the attending physi 


PHYSICIAN'S » 
NAME (Type) M AaG@re 
220. BURIAL, CREMATION, | 22b. DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY 


REMOVAL (Specify) 
Buriat 59 | Mo vw 

ee ea DmecrapaaioyAT ye ADDRESS 
AIS (4) CHAN . whe Damascus " Md. 


72d. LOCATION (City, town, or county) (Stote) 


the registrar priar to buriol, cremation, or remaval, ond in any event within 72 ho 


poge 3 shod 


TO FUNERAL 


2da. REC'D BY REGISTRAI 


OCT 28 '59 


‘Wab, REGISTRAR'S SIGNATURE 


: 
&£ couse (0), stoting the under. ( DUE TO 

g%5 lying couse lost. e 

2 5 ra Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. ReReoneneae 

Ros = 

io S ves] NO 
253 = [200. ACCIDENT WAS UNDERLYING []__|20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | of Port Il of item 1B.) 
2 Stace & | OR CONTRIBUTING CI CAUSE OF DEATH 
< ewes © [(IF EITHER, NOTIFY MEDICAL EXAMINER) 
Z Oo gs & [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
=oc s a Hour 0. m. While Nolwhtte, foctory, street, office bldg., etc.) | 
z52? 2 Pom. 19 [ot work [] of work ! 
(eae I ; 79 7 z 
z = 2 21, | certify that | ottended the deceosed from.__(@=-_-£. Rc ae to__2e/ 24 -----, 192_{thot | lost sow the deceosed 
o£ ; Le ge : nS. 
Zege alive on__/6 (Ao ,192_{___, and that death occurred at j1324M, from the causes and on the dote stoted obove. 
iS a8 nS é | yy, 5 ADDRESS (Street, city or town, slote) DATE SIGNED 
<s ACTUAL ~ ttl, sabe ‘ / Y te 4 4 
ay 2 sionature (2 2@ive per “SOG IP Mo. ee MAK 57 dk = TPL. 

e j 7 
a'o 
he 
a 3 
=o 
of 
i 
VS 


DATE 


rl 
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2 
3 
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dl 


tar, 


irect 


he funeral di 
hauld be filed with 


led tJ 
: 


Pages 1 and 


Then please remave carbon papers. 


‘cate has been signed by the attending physician and campletely 
cremation, ar remaval, and in any event within 72 hours ofter 


After this cer 


detached far use as the burial-transit permit. 


CTOR: 
fe 


may be retained by the haspital ar attending physician. 


the registrar prior to buri 
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TO FUNERAL 


ee 
& 
> 
a 
= 


a 


MEDICAL CERTIFICATION, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 es 
CERTIFICATE OF DEATH . 18 


Reg. Dist. No. 


. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
a. COUNTY MARYLAND a. STATE b. COUNTY, 


Carroll Maryland Carroll 


b, CITY OR TOWN (If autside carporate limits, write [ LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside carporate limits, write RURAL ond give nearest tawn} 


rural-New Windsor 3 yrs. rural-~-New Windsor 


d. a host fia {If not in hospital, give street address) | d. STREET ADDRESS e. IS RESIDENCE 
U 
at Marston 


}. NAME OF First Middle lost 4. DATE Month 
DECEASED 


(ype oF rn CHARLES BENJAMAN LONG Beam oct. 


S. SEX 6. COLOR OR RACE |7. MARRIED DX] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE {in goon IF UNDER 1 YEAR| IF UNDER 24 HRS 
urindoy) Manths in. 
male white _|wiown wore | 10=9=1888 ee 


10a. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY is BIRTHPLACE (Stote ar foreign country} 12. CITIZEN OF WHAT COUNTRY? 


during most of warking life, even if retired) 
farmer ovmer Maryland U.S. 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Thomas Long Martha Black 


1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. INFORMANT Address 
(Yes, 10, oF unknown} | (IF yes, give war or dates of vervice) 


no 217=36-4084 Mrs. Bessie Long, same 


18. CAUSE OF DEATH [Enter only one cause per fine far (a), (b), and (c}.] INTERVAL BETWEEN 


SET 
PART |. DEATH WAS CAUSED 8Y: és $ ONSET AND DEATH 


IMMEDIATE CAUSE (a) 


4 / DUE TO 


Canditions. if any, which {b) 
gave rise to immediote | 


cause (a). stating the under: ( OVE TO 
lying cause lost. tc) 


Part EE CONDITIONS bavi 75D IBUTING TO DEATH BUT — RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1{a)| 19. As AUTOPSY 


ERFORMED? 


yes [] No PA, 


200. ACCIDENT WAS USING 0b. aon aud fae HOW INSURW OCCURRED. es af injury in Port | ar Port II of item 18.} 
OR CONTRIBUTING [] CAUSE OF okt 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Hame, farm, 7 20F. (City or tawn} (County) (State) 
Hour a.m. While Nor ontie foctory, street, affice bldg., etc.) | 
p.m. 19 Jat wark (ot work ' 


21. | certify that | attended the deceased from LL tort} 31957, ta, fleLiecbecns 25192Fhat | last saw the deceased 


alive an_ a =) a; 193° ri __, and thet death occurred at_s SPM, fram the causes and an the date stated CO 
ADDRESS (Street, city ar tawn, "by dels 


Signature bh Soue: fe MO. U2 S-WNeum st L Lbs Dede 


PHYSICIAN'S 
NAME (Type) 2, H, CARICOFE 


Wo. BURIAL, CREMATION, | 2b. DATE THEREOF ac. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, fawn, ar caunty) (Stote) 


"BUNTHI? | 10-26-1959| Locust Grove Frederick Co, Md. 


23. FUNERAL DIRECTO! u . DQRESS 2da. REC'D BY REGISTRAR 2db. REGISTRAR'S SIGNATURE 
CoM WAETZ;  wintiel'd) “Ma. bias hay id ea ie 


1 Vv. MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ~ 
‘ CERTIFICATE OF DEATH -. tigee 


Reg. Dist. No. 
2, USUAL Ae (Wher: oa lived. If institution: haere before odmission) J 


9. STATE b. COUNTY < 
LAA flan L b if 


«. CIY Binns ‘outside corporate Zl ond give nearest town) 
Ye Sve 


sé 
2% 1, PLACE OF DEATH 
£3 


ra Cink #ARYLAND 


b. CITY OR TOWN (If outside corporote limils, write] ¢. LENGTH OF STAY IN 1b 
RURAL and give nearest own) bye } 
: 5 (2 Octaye 


i kp aer er La wee y 7 <. STREET ADDRESS «15 RESIDENCE 
OR INSTITUTION {7 = oY Li, i 26, vA NA FARM? 
fling ls L4G 3 Maribs- Je iocketel 


3. NAME OF First Middle : VW. Month Day Yeor 
DECEASED» , PIP PS UCLC OF / Z-4y ¢ 
Crp on rit THOMAS _, LUCCHES) Sam [7 "24 me) 
. S. SEX 6. COLOR OR RACE |7. MARRIED [A NEVER MARRIED [] | 8. DATE OF suet 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
nile Le fi -§-/ 90, ey a 
¢ 4 Wee WIDOWED pivorceo () f 902 3 yn. 
A 


10a. USUAL OCCUPATION (Give kind of wark done|10b. KIND ale BUSINESS OR INDUSTRY | 11. BIRTHPLACE Srey ‘or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


rs, Pages Vani 
} 


- tama 


te be executed within 24 hours after death: Page 4 
an ond campletely filled in 


ae during most of moshing life, even if retired) Lt L A. =a 
$2 EAs WY Baer ALL ALS 
Ss 13, FATHER'S NAME . 14, MOTHER'S MAIDEN opnort Pontes eel 
83 oe VA a”, a 
Sao COs Leta bY 
= 3% 8 3 16, WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO, |17. INFORMANT "a y 
= € fet, RO, oF voknown] UW yon, give wor oF dates of service) ‘9 2 a. Ld 
8 2. _—¢ — aed 
Ms heai-3 © ($— 05. 463) Goh 2d/3 ere Ae bn, lfc i 
3 & g 18. CAUSE OF DEATH [Enter only one couse per tine fora), {b}. ond (c) 4 , INTERVAL BETWEEN, 
boee siS PART I. DEATH WAS CAUSED BY: tvcbedoy wa apes 
2 5. IMMEDIATE CAUSE (0] 
5 tee 4Ao.| DUE TO Ge 
> ae al 
= Bz» Conditions, if ony. which rte _Atnnchwt 
3 8 5 6 s¢ 10 immediote, 1. 1, i 
= ewe i 
Si HESS {0}, stating the under: / 
fePse pista w__ C240 yr 
se 85° r Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUT ING’ TO DEATH BUT 7 a TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)|19. WAS AUTOPSY 
basis fe] (eh BERFORMED? 
2 Ros all ES - ry 2 
£33 OD |< the pret: je OER ves) N 
easgee 6 ia) 
Foot sé = ['200. ACCIDENT WAS UNDERLYING CI ]200. DESCRIBE NOW ISUURY OCCURRED. (Enter nature = injury in Port | or Port Il of item 18.) 
fon © iS 
esse. & | OR CONTRIBUTING B] CAUSE OF DEATH 
SEses © [CE EITHER, NOTIFY MEDICAL EXAMINER} 
== 4 a ie Aedes uate, 
Zszss & [2%c. TIME OF INJURK Month, Day, Year | 20d. INJURYOCCURRE| 200. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (State) 
s vos 6 Hour a it factory, street, office bldg., cl 
E5289 $ a.m, While N&iwtiile 
Poe eel z pom Ww jot work [at woek [] _X 
ewe 8 7K 
z 5 23s 21. | certify sae attended the deceased from. LIER 19__._.,that | last saw the deceased 
of<ic rs 
Zee 3 4 alive an_. fee, 9W2h__ i &_M, from the causes ond an the date stated abave. 
cE se O35 ) Fs 2 jones , ADDRESS (Street, city or tei trey : _ DATE StGNtD 
<a / Bigs Oy 4 al 5 r 
s2@ SIGNATUR [eat YT Kone io; Siew yee een Shot 7te 
ocs . 
£aN 4 
ziz5? mos FTE NS 1 IKLAAT 
i nn a ee sss ee 
= rd 
3 2°98 No. BURIAL CREMATION, 22. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, tawn, or county) (tote) 
~S Re EMOYAL (Specify) 
o 5585 / / f i 
E,ae DURA GA Q- loneland Mem add man ral 
aoe 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
V5 A15 (4) 
15M 10/57 L and “h 530 Hargord Rd cate OFT 27'59| ut 


& TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 4 


g 


may be retained by the haspital ar attending physician. 


Then please remave corban papers. 


CTOR: After this certificate has been signed by the attending physician and campletely filled 
-transit permit. 


le detached far use as the burial: 


TO FUNERAL 
page 3 sha 


Als (4) 


9/58 


the registrar priar ta burial, cremation, ar remaval, and in any event within 72 hours after 


11268 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


11248 


Reg, Dist. No. 


a 
s2 5 
z "3 1. POOR ea By bao geestchiad (Where deceased lived. If institution: Residence before admission) 
52 i ri Carroll marvian || ° TT Maryland tate tt ” 
Be 
o x 4 b. CITY OR TOWN (If autside corporate limits, write | c. LENGTH OF STAY IN Ib 1 ¢. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
o —_ RURAL ond give “re town) . 
é2 enryton 4? days Baltimore 3Vor/ 
22 d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
be 6 (a) 3 OR INSTITUTION a a * ON A FARM? 
eS: 2 Henryton State Hospital 416 S. Spring Street ves ONO 
C 5 . HE Se First Middle Last 4. pare Month Day Yeor 
5 (Type ar print) Hattie Catherine Mitchell | beatx October de iga9 
3 5. SEX 6 COLOR OR RACE |7. MARRIED[C] NEVER MARRIECMTY |B. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
bin A lost birthday) [Months] Deys | Hours | Mir 
1s. 
Female Negro wipowep [1] pvorceo(] | April 30, 1993 6 y 
es 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 during most af working life, even if retired) 
ay None None North Caroline U.S.A. 
“113. FATHER’S NAME -|14. MOTHER'S MAIDEN NAME 
} John Mitchell Ida Stewart 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. 
(Yor. no, or unknown) | {IF yet, give wor or dotet of service) 
ie) 


No No | 239-05-853 


INFORMANT 


Address 


Balto., Ma. 
Hattie C. Mitchell - 416 S. Spring, 


1B. CAUSE OF DEATH [Enter only one couse per line for (a), (b), and (c)-] 


PART |. DEATH WAS CAUSED BY: 
v4 IMMEDIATE CAUSE (0). 


Bilateral cavitary pulmonary tuberculosis 


Ps 


DUE TO 


Conditions, if ony, which b) 


INTERVAL BETWEEN 


gove rise to immediote 
couse (0), stoting the under- 
lying couse lost. 


DUE TO 
{c) 


ONSET AND DEATH 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a} 


19. WAS AUTOPSY 
PERFORMED? 


yes) no] 


20a. ACCIDENT WAS_UNDERLYING (1) 
OR CONTRIBUTING [1] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. 


{Enter noture of injury in Port | or Port Il of item 1B.) 


20c, TIME OF INJURY Manth, 
Hour 0. m. 


Doy, Year | 20d, INJURY OCCURRED 
While Nat while 
jat work (] of work 


MEDICAL CERTIFICATION 


Pilea 


, and th 


ACTUAL 
SIGNATURE. 


pos t), Pac, ae 


PHYSICIAN'S 
NAME (Type) 


20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) 
foctory, street, affice bldg., etc.) | 


NED ieee 


(County) {(Stote} 


2, 199.9. that | last saw the deceased 


AM, from the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) 


DATE SIGNED 


-Henryton. State Hospital, Henryton, Md. 


220. BURIAL, CREMATION, 
REMOVAL (Specify) 
uRiAl 


‘2%. DATE THEREOF 


ADDRESS 


2c. NAME OF CEMETERY OR CREMATORY 


mi- Wns Tem SA 


72d. LOCATION (City, town, or county} (Stote) 


hidston’ Shem 


24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S. SIONATURE 


pa@CT 14°59 Onktun £ Frese 


Zen 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
s CERTIFICATE OF DEATH 11249 


a & Reg. Dist. No. 

3 251 &R jf. PLACE OF wae 2, USUAL RESIDENCE (Where deceased lived. If institution tex before gion 

o /| 2 Z, yuano || ° 5 b. COUNTY 

€ * b. CITY OR TOWN iF ands corporote limits, write |<. LENGTH OF STAY IN Ib @ CITY OR TOWN (WPoutide corporate limits, write roe as enayghercane town) 

g ca RURAL and give Nearest town). mn 

7 2 : é fy o2 ce 

. 2 — 

2 = d. NAME OF HOSPITAL (If nae in hospital, give street Pau) y a 272 nor @. IS RESIDENCE 

3 OR INSTITUTION : ¥ i ON A FARM? 

2 = 5 > Af, fe LA ves] No E}— 
> ———— 

Oo 

i ° 3. NAME OF first i Doy Yeor 

ey Aa DECEASED Ah, —_ ; ie 
a 3 (Type ar print) TIAR R c SANA WSF 
© 

= 2 Sex 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED [] | 8.,DATE OF BIRTH pakeeger: R 
a SAA. nade. bite hetit wivoweo F] pworceo ) | $72 

2 = 100, USUAL oc cOrRIGH (Give kind of work done] 0b. KIND OF BUSINESS OR INDUsFRY|1. BIRTHPLACE (State or foreign count 12. CITIZEN OF WHAT COUNTRY? 
FA on outing oe ‘of working life, even if retired) | 7) a “( E 2 7 tf 3 

5 5 V4: Ceid-a, ira Vit por tes LFA LAL. ee [14 AD * Si af 

3 . 14, MOTHER'S MAIDEN-NAME ( f 7] 

$ LEM LL thle 


(7 2 4 
Z£ cx 7 
desi Fi tail LP LA 
7/G- A2A6660 JP (ahi f ‘ 


1B. CAUSE OF DEATH [Enter anly one couse per us for (0), (b). ond (c).) INTERVAL BETWEEN 


PART 1. DEATH WAS CAUSED BY: ONSET “3 Pee 
IMMEDIATE CAUSE (a! 


DUE TO 


Then please remove carban papers. 


gaye rise 1a immediate 
co¥se (o}, stating the under: 
lying cause tost. (e. 


cate has been signed by the attending physician and campletely filled in 
Fansit permit. 


a 
FF 
ts 
rf 
aS 
2 
° 
ne. 
¢ zu 
§ € 
et as 3 Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)]19. WAS AUTOPSY 
x B Yo [te 
ages $ ves] No fA 
Poss | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port tar Port 1 of item 18.) 
“5 = & | OR CONTRIBUTING C1 CAUSE OF DEATH 
Eees © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2 : 2 
SSSs & [20c. TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED |20e. PLACE OF INJURY |Home, farm, | 20f. (City or town) (County) (Stote} 
5.295 B Hour o.m. While Not while factory, street, affice bldg., etc.| 
eas = p.m. 19 fot wark [J ot work [J 
8S 
=e 21. 0 certi t i} soe the deceased from._____, 1932, to__. Let _ Sl IVFT.,that | last saw the deceased 
Ba = 72 
$5 alive an___©&”__&¢ mybsPa e, and that death eeured ot ¥O_M, from the causes and an the date stated above. 
3 P= ADDRESS ( oa “Glas hia we) SIGNED 
oa ACTUAL — e pee eS gest Lppvostiacate 
‘ SIGNATUR / M.D. Zea aa 


Fee ae =o TROOP 


Eee ne cs ae Sen wT 8 Ga - Ke 


‘22c, NAME OF CEMETERY OR CR MATORY 22d. LOCATION (City, town, ar county}* (State) 


Ceti Vip Le aa 


2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
on 59 On ee 


page 3 shai 
the registrar 
3 
T] 
€ 
Es 
o> 
,<r 
Ec 
aR 
ARS 
Ed 
=o 
é 
~ a! 
SS 
“a 
$4 
“# 
3 
us 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certi 


TO FUNERAL DIRECTOR: After this ce 


7 


‘ADDRESS ~ 


pO 4 H, Ae Pisa ky A 


< 
a 
> 


Prt 

2a 
ae 
as 


¥ . MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 11200 


f Reg. Dist. No. 
ie aes cr * pam 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


A 0. STATE b. COUNTY 6 
n ; 
a) f marr vAk VLD CARRoLL 
b. CITY OR TOWN iF aie corporote limits, write [c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give neorest town) 
RURAL ond give nea ag D 
/ EARS LV/6 BMD E 


d. NAME OF HOSPITAL (If not in eaptiell give street oddress) ra STREET ADDRESS e. IS RESIDENCE 
OR, INSTITUTION ON A FARM? 


ILRORD STREE: RAILROAD STREET ve) NO 


First Middle Lost 4. DATE Month Og, 


L y Year 
: OF 
{Type or pri) LDRED OTTO / BAU/YI DEATH Nee ®g 2 wh4I 
5. SEX 6 pee OR RACE [7. MARRIED [EPIVEVER MARRIED [-] | 8 DATE OF BIRTH 9. AGE (In years RIIF UNDER 24 HRS. 
lost birthday) [Months] Doys | Hours Min, 
wioowent] = oworceo I FEB LS - /Gg SE. 

Wo. att ‘OCCUPATION (Give wr of work done] 10b, KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

L during most of working life, even if retired) 
Hy h OWN BHoMe LOBRVLPND 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


HARLES OTTO NORA EYLER 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT 
(Ves, no. oF unknown) UE yes, give wor ox dates of service) he A is 
{VO NO £ NVUSBALM BAID 


INTERVAL BETWEEN 
ONSET AND DEATH 


he funeral director, 
should be filed with 


# 


Hed in 


Poges 1 of 


PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0! 


1GeB.l peero 


Conditions, if ony, which 
gove rise to immediote 
cote (0), stoting the under. ( OVE TO 
lying couse lost. (©). 


Past Il, OTHER SIGNIFICANT CONDITIONS, CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART f(a) /19. Meronmece 
Q 


a pc see, €Aardieo- Vowocuhiur., disnc ves) Noy 


200. dinate Ash Arse Oo 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item ae 
OR CONTRIBL CAUSE OF DEATI 
(IF EITHER, NOTIFY MeOiCat EXAMINER) 
20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED. 2060. Ag OF INJURY {Home. form, | 20f. (City or town) {County) (Stote) 
Hour o.m. While. Not sails factory, street, office bldg., el 
pm. lot work [} ot work 


21. | certify that | attended the deceased from £22. 2 ISBEL, Fig is Ee 19.94, that | last saw the deceosed 


alive on OG f i Sor Ba and that ot occurred ot _Lorts , from the causes and on the date stated above. 
S$ (Street, a 9 town, stote) DATE SIGNED 


mes Mon, mien, rade We. le]2iss. 
BE CE 


Zo. ce Mb. DATE THEREOF Me. a OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, or county) 
R one -/959\/ BF WL) 
24a, REC'D BY eee ‘2ab, REGISTRARS SIGNATURE 
cael 650 Crthun & Kose 


gned by the ottending physicion ond completely 
Then please remove corbon papers. 


detoched for use os the burial-tronsit permit. 
¢ to buriol, cremotion, or removal, and in any event within 72 hours ofter, 


jon. 


ECTOR: After this certificate hos been si 


MEDICAL CERTIFICATION 


6 


moy be retoined by the hospitol or olfending phys 


TO FUNERAL 


page 3 show 
the registro! 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
11270 CERTIFICATE OF DEATH 


all 


11251 


- Reg. Dist. No. 

3 4 ‘Y A; ua 2% Soe trea {Where deceosed lived. If institution: Residence before admission) 
Siro) \ ° 9. b. COUNTY 
3a Mf Carroll MEREES Maryland Carroll 
x] a b. CITY OR TOWN {If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
us my ond a ngorest town) 
52 oodbine 10 wks Rural--Westminster 
2 2 ? d. ene. {If not in hospital, give street address) 7 d. STREET ADDRESS: e. 6 WAS 

“ .< IN. 

> ) “Weitzel Nursing Home at Winfield ves] No 

3-3 
re 
7 3. NAME OF Firs ~ ‘idl 4. DATE 
ze Nate OF i Middle c Last BA Month oy Yeor 
23 (Type or print) . th Th DEATH 19 

cf 5. SEX 6. COLOR OR RACE | 7. MARRIED IX] NEVER MARRIED [] | 8. DATE OF BIRTH 9. Kee caiass IF UNDER 1 YEAR| fF UNDER 24 HRS. 

Min. 
female (white wiooweo]) —_ovorceo] | 6~17~1900 59 os 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole of foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of owas , even if relired) 
ousew. home Maryland U.S. 
3. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Harry Gosnell Marian Gosnell 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 


(Yes. no, of unknown) (if yes. give wor or dates of service) . 
| 15#14-1638| Mr. Herbert Pickett, same 


ky 


no 
1B. CAUSE OF DEATH [Enter ‘only one couse per line for (0), (b), ond (c) 
. 


] 
F 
PART |, DEATH WAS CAUSED BY: S 
IMMEDIATE CAUSE (o) 
ey DUE TO ¢ oe 
Conditions, if ony, which o Si Ie 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave carban papers. 


gove tise to immediole 
couse (0), stoting the under. ( DUE TO 


lying coussrl6st, tilt, (1 dea Mook E = zZ 


Oh S7 


The law requires that the death certificate be executed within 24 haurs after death. Page 4 


may be retained by the hospital ar attending physician. 


Fs Part II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE JERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTORSY 
O/8 3 
S yes(] No] 
Y = | 200. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port { or Port Il of item 1B.) 

& [OR CONTRIBUTING L) CAUSE OF DEATH 

© | (le EITHER, NOTIFY MEDICAL EXAMINER) 

G ]20c. TIME OF INJURY Month, oy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) {County) (Stote) 
a Hetrageiaen® While Newenta foctory, street, office bldg., etc.) ! 

3 p.m. 19 Jot work [7] of work ! 


After this certificate has been signed by the attending physician and campletely fi 


detached far use as the burial-transit permit. 
the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs after death. 


tin Shores é° 
SIGNATURE. E M.D. 


ADDRESS (Street, city or town, stot DATE SIGNED 


‘OR 


& TO HOSPITAL OR ATTENDING PHYSICIAN: 


i 
@ F nnn Mel Me LLP. LEONG. 
g2 Naat pO RAND ie VR A, ee el ee 
zi Tio. BURIAL REMATION: 2b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION {City, town, or county) (Stote) 
> y) 
ory 10~20-1 Morgan Cha Carrol] Co,Md. 
e 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘Raa. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
wars 8) C. M. Waltz, Winfield, Md. mare OCT 21°59 | Cetten a Renna 


wel 


a 
rs 
Sz 
gs 
=B 
hae 
33 \ 
32 } 
me 
23 
e 2 z 


Pages 1 ani 


in papers. 


rs ofter Yeath. 
ame 


d 


in 72 bi 


Then please rema: 


nding physicion. 
to burial, cremotion, or remaval, and in ony event wi! 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in 


detached for use as the buriol-transit permit. 


may be retained by the hospital or 


the registrar 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours ofter death: Page 4 
poge 3 shay 


VS A15 (4) \ 
15m 10/57 


DS 


etc, ‘gis Atopy saw ay, OF HEALTH—BALTIMORE, 18 ‘ 
112722" CERTIFICATE OF DEATH 41252 


Reg. Dist. No. 
1, PLACE OF DEATH 2 cian pee (Where deceased lived. If institution: Residence before admission) / 
0. COUNTY hanvente B.COUNTY fj : - of 
h nd 7 , 
5 WN {fF outside te limits, write LENGTH OF STAY IN Ib TOWN (IF outside te limits, write RURAL ond th 
Sa Ea oot rere fimits, wri © eg Se ah outside corporote limits, write ‘ond give nearest town) 
Syke 1M 20D (ome sare? 
d, NAME OF HOSPITAL 7 ‘not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
oR INSTITUTION ON A FARM? 
|__Springfield State Hoesttal 3222 Putty Hill Road ws) Nog 
2. Nae First Middle 4. oer Month Doy Yeor 
(Type or print) Robert Malcolm PYLE Beara October 31 19 59 
5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] |8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
\ 3-12-1879 1: aera Min. 
Male thite |wwown tl —_ ovorceo Sit yn. 
100, USUAL OCCUPATION is kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working | he « even if retired) 
Stationary ensinee Maryland USA 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Charles Westley Amanda McComas 
Yb WAS. Pe eescee Ee IN U. S$. ARMED. roe 16. SOCIAL SECURITY NO. |17, INFORMANT Address 
eee gdh pe Yo, glare  tar alte be ‘. ‘ . 
mS Repor&s of Springfield State Hospital 
18. CAUSE OF DEATH [Enler ‘only one couse per line for (0), (b}. ond (cJ INTERVAL BETWEEN 
PART 1. DEATH WAS CAUSED BY: a s 
IMMEDIATE CAUSE (o}__Bronchopmeumonia days 
ase. 0 DUE TO 
Conditions, if ony, ly w_Arteriosclerotic heart disease incl,coron,diseas 
gove rise to immediote 


couse (0), stoting the under- DUE TO 


lying couse lost. ie Hypochromic anemia (due to malignancy?) 
Past I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)/19. WAS AUTOPSY 


PERFORMED? 
CBS ass. with cerebral arteriosclerosis with psychotic reaction 


No fj 
20a. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Port | or Port I! of item 1B.) _- 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


}20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 20e, PLACE OF INJURY (Home, form, 


20F. (City or town) (County) (Stote) 


MEDICAL CERTIFICATION 


He .m. i il foctory, street, office bldg, etc. 
pe mtn Sty 
21. | certify that | ottended the deceased from.____. Debs 5 199 _, on col neS 1 ees 3 19.59. that 1 last saw the deceased 
olive an_______. ao =} Se Ve dei and that deoth accurred ot 8..15P_M, from the causes ond on the dote stated above. 
ADORESS (Street, city or town, state) DATE SIGNED 


ACTUAL . : z 
SENATURE ~Teayastton, 0 ae —- 11-1-59.. 
HY SICIAN'S NX 
Nanette: -wron NgzanKowski ==‘) Ngz wski . r ; 
To. ear sled 2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or county) (Stote) 
L (Specify) 
Barta 11-4-59 Parkwood Cemetery. Baltimore. Md, 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR ‘2éb. REGISTRAR'S SIGNATURE 


Wm.Cook Blight Inc. 6009 Harford Rd. 14. loamy 3 ° 


stall 


ie Funeral directar, 


should be filed with 


& 


Pages 1 ang 


Then please remave carbon papers. 


CTOR: After this certificate has been signed by the attending physician and campletely filled in 


the registrar prrar ta burial, cremation, ar remaval, and in any event within 72 hours after death. 


detached far use as the burial-transit permit. 


may be retained by the haspital ar attending physician. 


TO FUNERAL 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 4 
Poge 3 shad 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 425 3 
11272 CERTIFICATE OF DEATH bed aap, 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If instilution: Residence before admission) 


COUNT aren MARES 0. STATE Maryland ». COUNTY Balto,City ¥ 


b. CITY OR TOWN [IF outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
RURAL and give nearest tawn) y 
ykesvi 7 yrse Baltimore 18 JO fot 
d. NAME OF HOSPITAL (If not in haspital, give street address) d. STREET ADDRESS 1S RESIDENCE 
OR INSTITUTION ON A FARM? 
Springfield State Hospital 2803 N. Calvert St. ves] No Of 
3. Payee a First Middle Lost ae pare Month Da: Year 
(Type or priet) Gustav Reinhardt DEATH October if 19 59 
5. SEX 6. COLOR OR RACE |7. MARRIED[_] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
{ast birthdoy) rr 
Male White  |woowim —ovorceo | August 28, 1865 -) ts Paget 


PWo. USUAL OCCUPATION (Give kind of wark dane| 


7 10b. KIND OF BUSINESS OR INDUSTRY 
during most of warking life, even if retired) 


11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


Carpenter - Germany Naturalized 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Andrew Reinhardt Minnie Reinhardt 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
(Yes, 80, oF unknown} (Uf yea, give wor or dates of service] 
No - 21522-89064 Springfield Hospital Records 
18, CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] ANTERVAL BETWEEN 
PART |. DEATH WAS CAUSEt 4 
IMMEDIATE CAUSE (o.__ Bronchopneumonia ‘Days 
YU2A0.0 DUE TO 
Conditions, if ony, which w __Arteriosclerotic heart disease Years 
gove rise to immediate 
cause (0), stoting the under: ( PVE TO 
lying couse fost. {c) 
Paat Wl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/ 19. ae ecoa 
C.B.Sewith senile brain disease with psychotic reaction ves) NO 


200, ACCIDENT WAS UNDERLYING 0 
OR CONTRIBUTING C1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20¢, TIME OF INJURY Menth, Day, Year | 20d. INJURY OCCURRED 
Hour o.m. il 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Part II of item 1B.) 


20e. PLACE OF INJURY (Home, form, | 20f. (City or town) {County) {Stote) 
factory, sireet, office bldg, etc.) | 
1 


MEDICAL CERTIFICATION 


21. | certify that | attended the deceased fram _Septe 27, __. 1955_, .Oetober 5, , 1959 that | last saw the deceased 


= 1959 , and that death accurred at8220P m4, fram the causes and an the date stated abave. 
ADDRESS (Streel, city or town, stote) DATE SIGNED 


Laub t Hey ae wo. Springfield State Hospital 10/8/59 


Julian Radcykowycz, Me Sykesville, Maryland 


Zo. auravaneresn 7b. DATE THEREOF Ze. NAME OF CEMETERY OR CREMATORY. 22d. LOCATION (City, town, of county) (State) 
YB YAY Gpecity 7 S : . 
= aa a Bee als Hill Cemeter 5829 Ritchie Highway ,Zone 25 
. a A’ ADDRESS Ri +: REC AR ‘db. REGISTRAR'S SIGNATURE 
2aa. REC'D BY y ER EEGISTRAR'S SIG 


William Cook, Inc., 1217 St.Paul Spreet pat! 


1 ? MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 95 4 
11273 CERTIFICATE OF DEATH 1 


Reg. Dist. No. 


se 
3 z A. en ce 5 ee ae (Where deceased lived. If institution: Residence befare odmission) 
3 2. ? °. b. COUNTY 
SOR Akko bene aryl arn arr 
Bie BCiTy OR TOWN (if aviide corporate limin, write Te, LENGTH OF STAY IN Jb €. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
33 RURAL ond give néarest tay Sex: uf 
== me te IX (FAm 2 AD 
‘2. a 2 3 Se HOSTAL 7 not in hospitol, give street oddress) / 3, STREET ADI CRESS F e iS Wai ars 
/ IV: HMbAIM ves C] No Ph 
3. NAME i 4 cobs Month Day Yeor 
beceastD 
DECEASED, ese! Drath Gobebee 3/ wTF 


5. SEX 6 — os 7. 1 NEVER MARRIED [] |8: DATE OF, a a AGE (In years [IF UNDER T YEAR] IF UNDER 74 HRS, 
est birthday) | Manths Min. 
€. “JA ¢ WIDOWED PK, Divorced [] fpr if, 1, [F Opn ys 
4 yauat OCCUPATION (Give kind of wark dane] 10b. eh OF BUSINESS OR INDUSTRY | 11. anit (Stovg ‘ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
: Se One LSA, 


during most of working fife, even if retired) 
Fa cd 
13. es JER'S NAME 14, ney RS para 7 
ecececeee 7 ane 


+ #15. WAS DECEASED. « AT ieecrbeee IN U.S. ARMED Bees, 7 Sap ny NO, }17. wane U Adress 
(Ves, no, oF unknown) {It yeu. give wor or dates of a a 
Vrs (Cary lV Mee avs La 4p Sg 


18. LD OF DEATH [Enter only ane cause per fine for, A (b). ond (¢).] INTERVAL BETWEEN 


PART {. DEATH WAS CAUSED 8Y: ‘nie Actes DEATH 
IMMEDIATE CAUSE (e] 


cate be executed within 24 haurs after death. Page 4 
ici i Sd i 
l 

2 

id 

= 
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g 


Then please remave corban papers. Pages 1 


‘2 haurs after death. 
ri 


E 
= 
2 Y ey f DUE TO 
oe Canditians, if any, which o 
Eo gove rise ta immediote 
Pes cote (0), stoting the under. ( OVE TO 
é a z tying couse lost. (c). 
Bees 5 Pant tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|19. WAS AUTOPSY 
> =o = 
£33 5 s vesX] No fg 
Po2s = [ 200. ACCIDENT WAS UNDERLYING C]__|20b. DESCRIBE Tau INJURY OCCURRED. (Enter noture of injury in Port { or Port Nt of item 1B.) 
g22- & | OR CONTRIBUTING [J CAUSE OF DEATH qa. 
sees © |(UE ETHER, NOTIFY MEDICAL EXAMINER) 
s ¢ 2 
S585 & ]20c. TIME OF INJURY Manth, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (Covaty) (tote) 
5.280 ra) Hour a.m. White Not stil, foctory, street, office bldg., etc.) | 
i £ g p.m. 19 fot work jotow H a 
. 
Bs 
34 21.1 par at | attended the deceased fram_J4 as WIZ, 10 hey PL, 19" Fithat | last saw the deceased 
33 alive al LGR bie FO eae ievagee, and that death occurred at._-3,/.34%.M, fram the causes and an the date stated abave, 
s ° f ADDRESS (Street, city or town,ptote) DATE SIGNED _ 
a ACTUAL p and 
is SIGNA LoCo Lo Vt? mo, SS Rp AE Ze3 4 PEt) ae 


o 


may be retained by the hospital 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled 


[720. 8u8 scm N, ep DATE 3-57 Zc. NAME OF ey oid, REMATORY N (Cy town, as-county) . re) 
Ve; IMOVAL ieee} 7 
nee DIRECTOR'S Si oom S Ee a 0. rec mg FEQSTEAR 9 Ub. peste Ag oy ee 
z, 
DATE 


‘© HOSPITAL CR ATTENDING PHYSICIAN: the law requires that the death cert 


5, T 
Bz page 3 sha 
the regis! 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
11274 CERTIFICATE OF DEATH 


11255 


»* 


ee Reg. Dist. No. 
3 = 1 ergata ok 2. es) creep (Where deceased lived. If institution: Residence before admission) / 
3 °. °. b. COUNTY 
% 2 . Carroll SEAS Maryland Washington —~ 
Ss |b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib |] ¢. CITY OR TOWN (If outside corporote limils, write RURAL ond give nearest town) 
3 RURAL ond give nearest town) as 
52 Sykesville 3mos.8days Hagerstown Al 03-9 
2 2 * d Cr eed (it not in hospitol, give street oddress) d. STREET ADDRESS. e. BNR eae 
woe pringfield State Hospital 118 Broadway Aves ves 0) NOE 
6 3. NAME OF First Middle lost 4. DATE Month Doy Year 
- 1YPa arte Benjamin Harry Schaff peta October 25, 1959 
a 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (in yeors IF UNDER | YEAR{IF UNDER 24 HRS. 
wat birthaoy, Month: in. 
I Male White WIDOWED pivorceo] | November 15, 1887 Ti all meg halt 


f 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 
during most of working life, even if retired) 


Tool & Dye Maker = 


13. FATHER'S NAME 


Stover S. Schaff 


11. BIRTHPLACE (Stote or foreign country) 
Maryland 


14, MOTHER'S MAIDEN NAME 


Maggie C. Mowen 


15. WAS DECEASED EVER IN U. S. ARMED a SOCIAL SECURITY a INFORMANT Address 


Wo ("Ta """" |em-09-490-4 Springfield Hospital Records 


12. CITIZEN OF WHAT COUNTRY? 


UeSeAe 


No 


18. CAUSE OF DEATH [Enter only one couse per line for {0}, {b), ond {e)-] INTERVAL BETWEEN 


ONSET AND DEATH 


Then please remave carban p 


TOR: After this certificate has been signed by the attending physician and completely filled in, 


& TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 hours after death. Page 4 


3 
7. 
5 
<= 
oO 
2 
ES 
2 
Rg 
rs 
2 PART DEATH MEDIATE Cast (o.___Bronchopneumonia he ays 
( DUE TO bs 
3 
a2 Conditions, if ony, which w__Arteriosclerotic heart disease | Years 
Eo gove rise to immediote 
gs couse (0), stoting the under- ( CUETO 
e252 lying couse lost. «_ Generalized arteriosclerosis, Years 
BESS Pils Barr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOPSY 
E58 QS (OLa teed ie re ce 4 progis without qualifying phrases =| 06 
Hes eto d infa n pht_side_o brain dne Oo arte osclerosis a 
ones = [20a. ACCIDENT WAS UNDERLYING LT |20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 1B.) 
C825 3 | citer NOTIEY MEDICAL EXAMINE) 
sre? v . 
oss & {20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 200. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County) (Stote) 
Sle seo 8 Hour 0. m. While Not while foctory, street, office bldg., etc.) } 
Bers = p.m. 19 Jot work [7] ot work [J t 
= oS 
BES 21. | certify that | attended the deceased fram. JULY 17, ___. 19.59_, ta October 25, 1959.that | last saw the deceased 
a 3 5 alive on October 25, cae : ioe and that death accurred at? 3215P_m, fram the causes and an the date stated above. 
a 3 = ] = ADDRESS (Street, city or town, stote) DATE SIGNED 
aoe. ACTUAL J 
3 o> Sen Arune Lin bef wo... Springfield State Hospital 10/26/59 
eget NAME (type Agustin delCampo, M.D, ___ Sykesville, Maryland 
a2 4 Ro. BURL ey yZ2b. DATE THEREOF ‘22c, DAME OF CEMETERY OR CREMATOR’ (Stote) 
me s : Sepa C 
pe bs PIC 10 [xr LIL dic Sey pad 
2 23. yee DIRECTOR'S SIGNATUP A 24a, R {* REGISTRAR'S oe, RE 
| q On Toast 
eno 8 L GRA v _£NVEGAse ge he DAT 9 Haun 8. 
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shauld be. 


Then please remave carbon papers. 


|. and in any event within 72 haurs after death. 


TOR: After this certificate has been signed by the attending physician and completely filled in 


detached far use as the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death. Page 4 
moy be retained by the haspital ar attending physician. 
TO FUNERAL 


Bs 
=> 
2a 
ss 


¢ 


Pages 1 any 


6 


page 3 shou 


the registrar priar ta burial, crematian, ar rema 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


11275 CERTIFICATE OF DEATH 11256 


Reg. Dist. No. 


20e. PLACE OF INJURY (Hame, farm, | 20f. (City or tawn) {County) (State) 
factory, street, affice bidg., etc.) | 
I 


7 rea onpenty si Tete ee (Where deceased lived. If institution: Residence before admissian) 
a a b. Cf +3 
arroll pclae Maryland jaitimore City 
b. CITY OR TOWN (If autside carporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside carporate limits, write RURAL and give nearest fawn) 
RURAL and give nearest tawn) 
Sykesville 15 4 Baltimore 3Vvar 
c da Lye! bot Solas (If not in hospital, give street address) d. STREET ADDRESS: e. peg 824 
ce) Springfield State Hospital 3302 Gibbons Ave. yes (] No 
3. NAME OF First Middle lost 4. DATE Manth Day Yeor 
DECEASED © OF 
(Type or prin!) HENRY GOTTLIEB SCHMIDT DEATH October 8 1959 
5. SEX 6, COLOR OR RACE |7. MARRIED [J NEVER MARRIED [] | 8. DATE OF BIRTH % AGE cinyracre IF UNDER ¥ YEAR] IF UNDER 24 HRS. 
uethday) Manth: Da; He Min. 
Male White wipowen [J] pivorceo [J 4-12-81 48 yrs, ae leery oS 
10a. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
during mast af warking life, even if retired) s ee. r 
Printer Nemsp ane Maryland U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Jacob Schmidt Elizabeth Fischer 
—— ba Was: Br eda IN U. S$. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
4] (Yes. no, oF unknown) (01 yes. give war or dater of service) 
2/ 3 -0 )3 = ~3 734 Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b), and (c)-] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ONSET sARE CEE! 
IMMEDIATE CAUSE (o)_ _AYrteriosclerotic heart disease Years 
Hh . DUE TO 
Conditions, if any, which »__ Generalized Arteriosclerosis Years 
gave rise to immediate 
couse (a), stoting the under ( DUE TO 
fytng sativa lost. ,__Acute gangrenous colitis Days 
iz Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/19. Ge bee: 
is lm hronic bra sy associated with cerebral arteriosclerosis, ves PE NOC] 
v h psycho 9 
= | 20a. ACCIDENT“WAS UNDERLYING C] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part Il af item 18.) 
= OR CONTRIBUTING C] CAUSE OF DEATH 
U [UF EITHER, NOTIFY MEDICAL EXAMINER) 
z 
Ri 
Ss 
= 


_ 1989 thot | lost saw the deceased 


Ay, fram the causes and on the date stated above. 
ADDRESS (Street, city or tawn, state) DATE SIGNED 


ie o,._ Springfield State Hospital 10-8-59 
gustin del Campo, M. Di 


oe 


PHYSICIAN'S 
NAME (Type) 


22a. BURIAL, CREMATION, | 22b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY. town, ar caunty) (State) 


buratl” | 10-12- 59 Lonnaine Siiausoleun One. j 


23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Leonard J. Kuck 5305 Hargord Rd vate OCT 13 '59 Onthen 8 fe 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ae 
. 11276 CERTIFICATE OF DEATH _ [i2o7 


Reg. Dist. No. 


a_i 


7 


Y), At } foe [wea bee Ch ho 
S ye 
100. USUAL!OCCUPATION (Give kind af work done] 10b. u 


12. CITIZEN OF WHAT COUNTRY? 
ducipg most of working life) even if retired) 


E 
S$. fF 


capers. 
feath. 
pe 


ace 


‘wo oce 

& 3 5 2 eat eee nea sdeceosed lived. If institution: Residence before odmissian} 
£3 b. COUNTY } 7 

& £3 LMS Mitta 

£ Be ¢. LENGTH:OF STAY IN Ib ¢. CITY OR TOWN (If outside cogporate limits, write RURAL ond give nearest town} 

9 §.2 ama 7 ! 

8 ; k . 

> $2 (ALE 3 X CSKeeettw 

= pea d. NAME OF HOSPITAL (If not in hospital, give street address} d. STREET ADDRESS e. tS RESIDENCE 
‘So “~ aK OR INSTITUTION ON A FARM? 
ss Yes Ba] No [) 
S a 

£ £6 3. NAME ee First Middle. lost - DATE ee Day Yeor 

~ - Y = S yf 4 
Ss $ (Type or print) Hox la Cu ig - A ite Dearw 11. Ly) Ww5F 
ES : . 6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeo ata RTT if UNDER au H as 
: 

ad 

° 

i) 

3 

3 

x 

3 

° 

Ee) 

2 


25 R V4, MOTHER'S MAIGEN NAME /) 4 * y, 
83 ‘ 
o fee A a) (Yr ftef- Vustaltin, [bpbetecpde- 
=£ £83 We Wks DECEASED EVER IN ULS- ARMED FORGES? [16. SOGIAL SECURITY NO. [17 INFORMANT ‘Address 
Ef {¥en na. oF unknown) (IF yes, give wor oF dates of service) 
MN we = Le Lite! Kowal Hecker Aa 
ie 
She: 18, CAUSE OF DEATH [Enter only ane couse per ling far (a), (6), and (c}.] “TNE BETWEEN 
a PART I. DEATH WAS CAUSED BY: ; 
§ IMMEDIATE CAUSE (0) CTRL HEM PER EA-GE 
is {DREN DUE TO 


Conditions, if ony, which wo ARC {MO mn A of Witzaa) 


gove rise to immediote 


The law requires that the death certifi 


may be retained by the hospital or attending physician. 


cause (a), stating the under ( DUE ro 
lying cause lost. @ 
Par Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1o)[19. WAS AUTOPSY 
} p t a R 4 / 
ARTER ‘ DISA ASE 


200. ‘CIDENT S_UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part ! or Part II of item 18.) 
OR ‘CONTRIBUTING CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


tificate has been signed by the attending physician and completely filled 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY |Home, form, | 1 20f. (City or town) (County) (State) 
Hour a. m. While Not while factory, street, office bidg., = 


MEDICAL CERTIFICATION 


is cert 


lat work [[] ot work 


21. | certify that { attended the deceased ae ewes Oe | to a GeFa 1957. that | last saw the deceosed 


After thi 
detached for use as the burial-transit permit. 


ta burial, cremation, ar removal, and in any event withi 


r4 

< 

3 

rd 

= 

a 

9 

= 

2 g alive on Othe 2e.., 192-7... and that death’ accurred tt 2-22_£2M, from the causes‘and on the date stated above 

e ray ADDRESS (Street, ci town, state) DATE SIGNED. 

455 ACTUAL 

cE® Sento uo AE NI STs AELSTERSTOWM.... Cf afs3 
Fy : * 

stare / | ines peer &. SrRe Bet. /NARYLA WD 

[ey I ge mia | [ie] le Si 2 SA ER Sl a ee 2 ake 

ba 2° 2 [220. BURIAL, CREMATION aie eo 2b, DATE THEREOF Mc. Ne JE OF CEMETERY « OR GREMATORY. Tad. LOCATION (City, town, ar county) Stote! 

o,se2 page 9 ) i y, 

abe es ecees |fo-5- ae Ygecotivte Siaesuter (vetr Gl 

eae : TRAR | 24b. REGISTRAR'S SIGNATURE 


23. fu RAL DIR cons SIGNATURE 


/ ADDRESS 4 


VS AIS (4) 


9 Cin Bb ion 


S, 7 


ered 
|, ctetnafion, 
Oo. 


Page 4 should be 


for to burial, 


jor. 


x 


P| 


If any delay is necessary, please exe — 


retained for your 
‘2 with the registra 


3 1 and: 
pad 


Pages 1, 2, and 3 to the funeral 


form PM3. Page 5 


nsit permit. 


in Hem 18. 
File 


in pe 


€ 
Hy 
0: 
s 
a: 
e 
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2 
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ei 
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SECTOR: Page 3 shauld be used os a bur 


eo 


forwarded to the Chief Medical Examiner's Office alan: 
or remave 


TO DEPUTY MEDICAL EXAMINER: This ce 
cute the certificate, writing the ward “pe 


TO FUNER. 


VS. AISME(S) 
5M 9/55 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 1952 
t 12 PEDICAL EXAMINER'S CERTIFICATE OF DEATH as. ne 


2. USUAL RESIDENCE (Where deceosed lived. If Institution: Residence before admission) 


arro marviano || O STATE py, end * COONGarroll 


b. CITY OR TOWN |If ovtiide corporote limits, write RURAL c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town} 
‘ond give necresl town} 


rurai--Sykesville Life rural--Sykesville 
d. NAME OF HOSPITAL OR INSTITUTION {If not in hospitol, give street oddress) Ne STREET ADORESS e. IS RESIDENCE 


Buckhorn Rd. eet a 


3. NAME OF First Middle lost 4. DATE Month Yeor 
cc 


(ype or orn MATILDA Ae SHIPLEY sam (Oot tex 


6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [Jj 8. DATE OF BIRTH 9. Boca tn i JEUNDER IYEAR| IF UNDER 24 HRS. 
boas ths] Deys | Hi Min. 
wipoweD] —_—ivorceo [] 3-27-1897 62 yrloe cals 
1c. USUAL OCCUPATION (Give kind of ah done] 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 2. CITIZEN OF WHAT COUNTRY? 


during most of working lite, even if retis 
Teacher school Maryland U.S. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Almer Shipley Mary Jane Barnes % 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. | 17. INFORMANT Address 5 


no Mita heres: 2 Miss Lillian Shipley, Westminster,Md. 


no 


18. CAUSE OF DEATH [Enter only one cauie per line for (0), (b), ond (c).) INTERVAL BeTwEEe 
PART 1, DEATH WAS CAUSED BY: "7 ele Ka: 
IMMEDIATE CAUSE (0) tAt uns cle = 


Yad 1a tp- - 1% 
Conditions, if ag sa 2 alarvlan ifennz r) AAS—pO wf ears 


gove rise to immediote couse 
{0}, stoting the underlying DUETO 
couse last. ea oe (¢ 


PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART }{0)/19. re Peper 
ee | IME! 


, 4 
Drirbetes vs] Noa 
20a. EXTERNAL CAUSE WAS. 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nolure of injury in Port | of Port 11 of item 18.) 


RIMARY C] or CONTRIBUTING C2 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Doy, Year 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, Form, 1 20F, (City or town) {County) {(Stote) 
Hour 9. m. ax, While while foctaresireet, office bldg., etc.) } 
Pm, Ww ‘ot work of work 


21. U certify thot | took charge of the remains described obove, held on Autopsy [_], Inspection [4f~ Inquiry [1], and find that 
death resulted from: Noturol causes [Be Accident [Suicide (J, Homicide [], Undetermined cause []. 


Hi 


MEDICAL CERTIFICATION 


HONED 
Mp, CHIEF MEDICAL EXAMINER [J pi) fob ds 


ASSISTANT MEDICAL EXAMINER o it q. theo 

EXAMINER'S: 43 7 
NAME (Type) JULIUS CHEPKO DEPUTY MEDICAL EXAMINER [}——~ 

220. Hest, CREMATION, | 22b. DATE THEREOF ‘22c. NAME OF CEMETERY OR CREMATORY ‘2d. LOCATION (City, town, of county) (Stote) 

10-24-1959 Ebenezer Carroll Co. ,Md. 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


Waltz, Winfield, Md. pare OCT 2 6 ‘nd Cuktan & FGaink 


ACTUAL 
SIGNATUI 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


all 


11259 


Se ¢ Reg. Dist. No. 

g? nm “fi PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. IF insfituion: Residence before admission) 

85 a. °. b. COUNTY 

$38 Carroll MARIE Maryland Washington “ 

] v b. CITY OR TOWN (If autside carparate limits, write c. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF autside carporate limits, write RURAL and give nearest tawn) 

os RURAL and a9 nearest town) by 

$2 Sykesville hh yrs, Smog, Hagerstown R#2 

= = j a til d. NAME OF HOSPITAL (if not in hospital, give street address) d. STREET ADDRESS: e. tS RESIDENCE 
_ £ / L : OR INSTITUTION ON A FARM? 
RF fH Springfield State Hospital None yes) No 
i 
° NAME OF First Middle Lost 4. DATE Manth Day Year 
= DECEASED OF 
r (Type oF print) Fred On Sprecher | DEATH October 13, 19 59 
é %. COLOR OR RACE ]7. RE News MARRIED [-] |B. DATE OF BIRTH 


9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
i oe Manths] Days | Hours] = Min. 
pom -yts: 


White iets ovorceop] | July 2, 1876 
IND. 


ae 10a, USUAL OCCUPATION (Give kind af wark dane] 10b. OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country} 12, CITIZEN OF WHAT COUNTRY? 
3 { during mast of warking life, even if retired) y 
2% },| Laborer Hip CR, Marylend USA. 
— ‘13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
J. Irwin Sprecher Annie Bowls 


ci WAS, ye soi U. s: anptEE. Fone 16, SOCIAL SECURITY NO. INFORMANT Address 
UOTE. pe es 
No | - kof) & Springfield Hospital Records 


1B. CAUSE OF DEATH [Enter anly ane cause per line far (a}, (b), and (c}.] 
PART |. DEATH was causto 8. Carcinoma of the prostate with metastasis to the 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remove carbo; 


the registrar prior ta burial, cremation, or removal, and in any event within 72 hours oft 


ote has been signed by the attending physicion and campletely filled in 


low Ma WPA 
‘ay es x vueto bronchi and pelvic tissue 
z Canditions, if any, which ()_ Multipl 
E gave rise ta immediate 
a cause (a), stating the under. ( OUETO 
< lying cause last, (c) 
5 $ Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I(a)}|19. ean 
Z| CeBeS, assoc, with cerebral arteriosclerosis with psychosis, ves DE NO 
oe u 
= 200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part II af item 1B.) 
& OR CONTRIBUTING [1] CAUSE OF DEATH 
© |(IF EITHER, NOTIFY MEDICAL EXAMINER) 
& ]20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, | 208, (City ar tawn) (Caunty) (State) 
a Haur a.m While Nat while factary, street, affice bldg., etc.) | 
= at wark [] of wark ; 


Sa as Sel Sa ak, 199 that | last saw the deceased 
PM, from the causes and an the date stated abave. 


: After this certi 
detached for use os the buri 


may be retained by the hospitol or attending physician. 


a 

fe) gm a ADDRESS (Street, city ar tawn, state} DATE SIGNED 
9 

o | th bib 

z2 Agustin delCampo, M.D. 

wo 

Fag 1 . j 

27 ak) fo 

rs CTOR'S SIGNATURE 


& TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 hours ofter death. Page 4 


AIS (4) 
5M 9/58 


MARYLAND STATE DEPARTMENT OF HEALTH--BALTIMORE, 18 
Q CERTIFICATE OF DEATH ; 11260 


col 


n fn Reg. Dist. No: 
3 a * A ee ri ee RESIDENCE (Where dececsed lived. If institution: Residence before admission) 
¢ a. o. b. COUNTY 
58 Carroll ee Wary 1and Carroll 
° 8 b, Stare Speen {If outside sqeaes fimits, write | c, LENGTH OF STAY IN tb c. CITY OR TOWN (If outside corporole limits, write RURAL ond give nearest town) 
3 Give nearest tqwn 
Ez Rural, Westminster 50 Yrs. %___ Rural, Westminster 
‘© 2 d. OR INSHTDTION (If not in hospitot, give street oddress) y a. STREET ADDRESS . ness 
. x estminster, Md, R. D. 1 Westminster, Md. Ro D. 1 ves F) No 
ce 3. WANE CE First Middle Lost 4. (eed Month Doy Yeor 
% (Type or print) Fannie Maude Stonesifer | am October 13 19 59 
8 5. SEX 6. COLOR OR RACE |7. MARRIED {AB NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR|IF UNDER 24 HRS, 
= A {gst birthday) [Months Min. 
Female {White — |woowec owvorceo ty | 4/23/1889 ee Dc ele 
10a. USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR (INDUSTRY [11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Housewife-Housework In her own home Carroll Co,, Md, UeS.Ae 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Washington Myers Mary Jane Black 


1s. WAS DECEASED EVER IN U. S. ARMED FORCES? }16, SOCIAL SECURITY NO. |17. INFORMANT Addreis 
{Yes,_no, of unknown), UIE yes, give wor or dates of service) E r) 
None ohn T. Stonesifer, Westminster, Md. R.D.1 


18. CAUSE OF DEATH [Enter only one cavse per line for (0}, (b}, ond (c)-] INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: ONSE) AND Dee 
. IMMEDIATE CAUSE (0 


490.0 QUE TO 
Conditions, if ony, which eh NaCl ee glia Aas awh, 
Gove rise ta immediole 

coute (o}, stoting the yader- ( OUETO 


lying couse lost, «© 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTORSY 
ves] NO 
20a. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port W of item 18.) 
OR CONTRISUTING () CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20f. (City or town) (County) (Stote) 
Hour o. fi. While Not white factory, street, office bidg., etc.) ! 
p.m. 19 fot work [] ot work [] i 


se remave carbon popers. 


a 
“3 
s 

es 

= 


= 
4 
s 
% 
3 
8 
ry 
g 
a 
5 
‘< 
5 
: 
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oS 
e 
uv 
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: After this certificate has been signed by the altending physician ond completely filled in, 


detached for use os the burial-transit permit. 


21. | certify thot | attended the deceased from. Sty Ho, WSF, to CORA. 12 £G.thot | last saw the deceased 

alive an___ 1 _L3______, 12_S9.__, ond that death accurred at? 24 -M, from the causes and an the date stated above. 

. ADDRESS (Sircel, city or town, stote) DATE SIGNED 

€ sete ltd) (DaxT Ar hae Gl wen HAMA Poor. ere /- 2 <2 ee a 
PHYSICIAN'S 

Se ee eee ee ee Se, ee ees 


moy be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: 


page 3 sha 
the reglstr 


To. MULAN ‘2b. DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
} 
Bevery 10/16/59 : ant Valley Cemetery | Pleasant Valley, Catrol1 Co,, Md 


23, RAL DIRECTOR'S SIGNATURE oon ADDRESS - 24a. REC'D 8Y REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
Ys AIS YA¢ AL AAGELR, Littlestown, Pas {oar OCT 1559 Ontbun £ Poiana 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours after death: Poge 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
11280 CERTIFICATE OF DEATH ‘sn nieeee 


oa 


sé . es 
re 7. PLACE OF DEATH 2. USUAL RESIDBAICE (Wherg,ceceosed lived. If institution: Reyidenes’bafore odminion) 

Es 9, COUNTY WIV ‘a artes a. STATE Cw, 17> ( b. COUNTY Le. T7747 

2 8 Mi BNC IOs WRU lNe ae STL, imits, weite ‘sy IN wi b/ c. CITY OR T i> tap rae poral, ey write RURAL a) give fearest town) 

s ‘and giys-neare } 

Ee YRELEV (LE. A, Lidell: 

22 


d. NAME/OF AL pe pot in hy jivg at as d. STREET ADDRESS @. IS RESIDENCE 
‘ OR Nat Gp Bice wy, ey Sy, —_— ON A FAR: 
Z yes [] No. 


* 


3. NAME OF First j Middl 4. DATE fonth Doy Yeor 
Pence os VDJA ta LE fieth Baw (XP. aa 9S 7 
Ea = re 7. MARRIED [-] NEVER MARRIED [] | 8 DATE OF 9 AGE (In =F UNDER 1 YEARTIF UNDER 24H 
ina _ S thdoy} [Months] Days | Hours Min, 
¢ wioowen Ph Divorced [] yrs. 
ge "00. USUAL OCCUPATION (Give kind of work ha 106. KIND Si we OR INDUSTRY |11. BIRTHPLACE {State or foreign country) 12. aA “y" COUNTRY? 
“3 luring most of working Jife, evar jf retir 
a3 Pee Pee Wl ildad CV pt nha 4ht. fi. 
Bs 13. FATHER'S NAME ) ji Ye, 14. MOTHER'S MAIDE} A. 
y hah KIC 4 Abinty— 
I 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. [17. INFORMANT ‘Address 
T¥es, no or unknown} II yes, give wor,or dotes of service) VE LD + — Lé Le , 


1B. CAUSE OF DEATH [Enter only ane couse 


PART (. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o}. 


for (0), (b), ond (c).] INTERVAL BETWEEN 


V 
1 bt (1 ht. aa ONSET AND DEATH 


Then please re: 


jar ta burial, crematian, ar remaval, and in any event within 72 hours 


Z Z 
RT enn) Core brd Udttiler Acervtef 


a aT Lin deg. le ee 


ate has been signed by the attending physician and campletely filled 


i 
& 
82% 
BBs FS pai I. ale Wee ae CONTRISUPING TO DEATH epee a ie) a aes CONDITION iy PART 1(o}]19. WAS AUTOBSY 
> = 7 
35 Ff, 1: nds hetth Lemebnl (b)Yirteleve ns WY, ves O i 4 
mo2 = [200. heat WAS UNDERLYING C]__ | 206. bse HOW INIURY OCCURRED. {Enter noture of injury in Part | or Part tl of it ie 
§ 5 | OR CONTRIBUTING L] CAUSE OF DEATH 
2 & [dF EITHER, NOTIFY MEDICAL EXAMINER} 
6 3 |20c THME OF INJURY Month, Day, Year [ 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm, 120F. (City or town) (County) (Stote) 
g a Hour a. While Not while factory, street, office bldg., etc. 
2. = p.m. jat work [] of work [J 5 a 
i . 7 
21. | certify that | ttended the deceased from A“ 2 Z-_, 9S Fo. Fike LWSG that | last saw the deceased 
@ 5. 
3 alive an__{t/ EF. _ FF WE ram a and th; pay WG at.> RAL fram the causes and an the date stated above. 
4 ADORESS (Street, city or town, state} DATE SIGNED 
7. 
e 


Mo. onto ® ke Paige ye * "ee eee. 


may be retained by the haspital ar atten 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 
TO FUNERAL DIRECTOR: After this ce: 
bs 


S SIGNATURI 
e : 
f ‘ P 

Ooms Kovirnv nw WHE Dyce, herhetd 

oD 720. BURIAL. CREMATION, | 22b. DATE THEREOF Wc. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City. town, or count Wa (State) 

ae RE eiey caren . 

gz uria. 10/7/59 Philos Cemete Westernport Maryland 

23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

Ysals a Ruth E. Silcox Cumberland Maryland vaTgCT 7 '59 Cinthna Bh Tata 


1 idles 3 Hi DEPARTMENT OF HEALTH—BALTIMORE, 18 


\ 1128] CERTIFICATE OF DEATH * 11262 


Reg. Dist. No. 


es, \ 
3 = A Ts lagers eg 2. USUAL RESIDENCE (Where decea: lived. If institutian: Residence befare gdmission) 
£3 a. COUN Of MARYLAND 5 b. COUNT, ( 
UE ra ca <1 
6 3 b. CITY OR TOWN (IF autside carporate limits, write c, LENGTH OF STAY IN Ib ITY OR Te IN {If autsitie corporate limits, write RI Land give neay e tawn) 
3 Ri and give negtest tan} — 
2s F 
2s LAMAN 
o8 
«& 


d. NAME OF HOSPITAL (If nat in hospital, give stre¢t address) d’ STREET ADDRESS 


e. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 


yes] NoU] 


, 


ERS MAIDENANAME 


[atte hte Lee atley 
WS ulbeveen, Waucketley 


We, NAME (Or 


15. WAS small U.S. ARMED FORCES? |16. SOCIAL SECURITY NO. 


ee 216-359 08 


Oo 
ce 
5 3. NAME OF Ue? 5.2 eet ‘Middle Last 4. DATE Manth Doy, Year 
ve DECEASED f f= OF #s ; 
zs (Type ar print) D1? MEL VIN? I SOLU (le DEATH Cat Ae: 
=a S. SEX 6. COLOR OR RACE |7. mannieo Of NEVER MARRIED [] |8- OL]. AGE (In years [IF UNDER 1 YEAR] IF UNDGR 24 HRS. 
a. = lost birthday) [Months] Days | Hours] Min. 
gy wioowen [] Divorced [} ig Zz yrs. 
a 
€8 10a, USUAL OCCUPATION (Give kind of work dane] 10b, KIND OF BUSINESS OR INDUSTRY |A1. BIRTHPLACE (State or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
s 2 during mast af warking life, even iE«gtired) Le 
2 heb Lhe, = = 
9/8 
ake 
2 
3 
= 
£ 


UM, 


INTERVAL BETWEE! 
ONSET ANB DEATH 


(AW 


ing pl 


Then please remove, 


|, cremotion, or removol, ond in ony event within 72 hau 


18. CAUSE OF DEATH [Enter anly ane cause per line for (a), (b), and (c)-] 


PART !. DEATH WAS CAUSED BY: ¥), 
IMMEDIATE CAUSE (a). 


TaD yy 


ae . DUE TO 


Conditions, if ony, which b) Os apeh AE 


gave rise to immediate 
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VS 


a 
e 
2 
© 
© 
= 
Bs 
BE 
Se cause (a), stating the under. ( OVE TO 
Es lying cause last. (a 
Seg 
236 3 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. WAS AUTOPSY 
R25 iS) ee ode ae PERFORMED? 
> me a 
£33 3 yes] NO 
£2 9 
Sea = [200. ACCIDENT WAS UNDERLYING C1] [20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part | ar Part Il of item 18.) 
CS & | OR CONTRIBUTING [1 CAUSE OF DEATH 
Sak & |GF EITHER, NOTIFY MEDICAL EXAMINER) 
sa 2 
oss & ]20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED —|20e. PLACE OF INJURY iHome, farm, | 20F. (City or tawn) (Count; (State) 
5 Y) 
= Poe a Hour a. m. While Nat while factary, street, office bldg., etc.) ! 
3 2 a g p.m. 9 at wark [] at work [] H 
oe ; 
gis 21. | certify that | attended the deceased fram: 5 1957 that | last saw the deceased 
<2 
a ae ip alive on_ ima _/ - 1227 __, and that death eaves at 7, .--M, fram the causes and an the dote stated above. 
=o Bo ADDRESS {Street, cjty or town, state) DATE SIGNED 
moe 
2 Oe ACTUAL U) / mrs @ “9. 
3 S SIGNATURE__~" 7" WiD._-. oe era OR & ta OSE a 
c a 
835 PHYSICIAN'S, Ww H 38 fl y Lt 
egies NAME (Type) : OAL D ee ee MAnwCheSTEW, “4 as 
B30 > 2a. BURIAL. CREMATION, iy DATE THEREOF. 2c, NAME OF CEMETERY OR CREMATOR 22d. LOCATION (City, tawn, ar sounty), 4 
of . ) 
e325 f JEMOVAL (Spoéify) lo- ([-/ PSF WW, (eg A 
ts Lod AB froveeeed | 
. 23 ERA), DIRECTOR'S SIG! Lf popress 2fa. REC'D BY REGISTRAR | 24b. ars eo prune 
iar We > jatad § WMtMoxre 001 13°59 
15M 9/58 \ —+t 


= 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


Item 1 PilmG251 ore et 
CERTIFICATE OF DEATH 


1, PLACE OF DEATH 
. COUNTY a. STATI 


Carroll MARYLAND Maryland 


11263 


Reg. Dist, No. 


2. USUAL REN {Where deceosed lived. If institution: Residence before admission) 
b. COUNT 
GarrolL 


b. CITY OR TOWN (If outside corporate limits, write c, LENGTH OF STAY IN 1b 
RURAL and give neorest town) 
6 mo. 


rural--Sykesville 


c. CITY OR TOWN (IF avtside corporate limits, write RURAL and give nearest town) 


rural--Sykesville 


d. NAME OF HOSPITAL (If not in hospital, give street address) 


OR INSTITUTION | d. STREET ADDRESS 
"Private Home" 


e. IS RESIDENCE 
ON A FARM? 


yes 1] NOE 


i &. funeral director, 


ges land 2 shauld be filed with 


. NAME OF First 


DECEASED ALB ER T 


(Type ar print) 


4. DATE 
DEATH 


Middle Lost Month Day Yeor 


OCT. 25, 19 59 


S. SEX 6. COLOR OR RACE | 7. maRRIED [] NEVER MARRIED [J | 8. OATE OF BIRTH 9. AGE {In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthday) [Months] Days | Hours | Min. 


male egro wioowen] owvorceoO] | 2-2-1898 61. 


10a, USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 


during mast af working life, even if retired) 
farm laborer farming Md. 
14. MOTHER'S MAIDEN NAME 


13. FATHER'S NAME 
George Thomas Florence ? 


Wee Cee EASED UN Eien, 16. SOCIAL SECURITY NO. INFORMANT Address 
no | none Mrs. Glayds Cook, Cooksville, 


18. CAUSE OF DEATH [Enter anly one coute per line for fo}, (b), ond 40. 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a! 


DUE TO 


12. CITIZEN OF WHAT COUNTRY? 


U.S. 


completely filled 


h 
Wey 


if 


Md. 


INTERVAL BE’ 
Lt ND. 


Then please remave carban papers 


aa i 
Conditions, if any, which 
gove rise ta immediate 
couse (a), stating the under- 
lying couse last. 


DUE To 


20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il af item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH : 
{IF EITHER, NOTIFY MEDICAL EXAMINER) ix 


20c. TIME OF INJURY Month, 
Hour o. m. 


202. PLACE OF INJURY (Home, form, | 20. (City or town) 


Day, Year | 20d. INJURY OCCURRED 
foctory. street, office bldg., etc.) ! 


While Not while 
lat work [_] of work 


lq 2 aes deceased fr 
pe) 


(County) (Stote} 


|, crematian, ar remaval, and in any event within 72 haurs after di 
MEDICAL CERTIFICATION 


Z, to. 
Le the date stated abave. 
DATE SIGNED 


CTOR: After this certificate has been signed by the attending physician and 


page 3 shad 


detached far use as the burial-transit permit. 


AN'S 
NAME (Type) 


MORRELL Ni. MASTIN 
2c. NAME OF CEMETERY OR CREMATORY 


: 10-28-1959 Fairview 
2aa age Ne Waltz, Wintield, Ma i 


Wd. LOCATION (City, town, or county) 


Carroll Co. Md. 


24a. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 


OCT 28 '59 Cathun £ Kraus 


{Stote) 


may be retained by the haspital or attending physician. 


the registrar pr 
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TO FUNERAL 


DATE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 5 
CERTIFICATE OF DEATH wea oun mgt 1264 
,] 1, PLACE OF DEATH 9 2: per eee (wieey deceased lived. If institution: Residence before pdmission) 


ry 
ase Ye aH, MARYLAND Vide. “ ON Yet. j 
b. CITY OR TOWN (if ouide corporal 4 i c. LENGT i STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write PuRat ond give nearest town) 
SRURAL ond gi yj ee ; 
Deel te by. A -< <Ve I/D 


y NAME OF HOSPITAL Uf not in hospitol, give street oddress) d. STREET ADORESS e. 1S RESIDENCE 


OR INSTITUTION =” Mehlaeed oat eo went 


Middle 4. yt Month Day Yeor 


3. NAME OF 
CECEASED 7 . % 
recrein AM MN Q ” Lew the ro re tam JorsAer SP 95 G 
S. SEX. g _ |[& COLOR ORRACE | 7. sarRieD [NEVER MARRIES [] |B. DATE OF 27 9. AGE (In yeors [IFUNDER 1 YEAR[IF UNDER 24 His 
Q lost oi 


“ PS a wipoweD fa Divorced [) , 


0a. fee OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BRTHPIRCE E (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


g most of working life, ev if retired) 
a 
A ALD LA VLSTAD 
13. FATHER’S NAME , 5 14, MOTHER'S MAIDEN NAME 


Loewe Z 
SP » La il ty 
1S. WAS DE EASED EVER IN U. 5S. ARMED FORCES? |16. SOCIAL SECURITY. No. |17, eee 


(Yer. 10, oF unkngwny pes, give wor oF dotes of service} 


wi 


e funerol director, 
hould be filed with 


Pages | an 


pant 


—_— i J 


in 72 hours of 


18. CAUSE OF DEATH [Enter anly one couse ir ’ " INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (o} 


oo. wk DUE TO 
Conditions, if ony, which 
gove rise to immediote 
couse (a), stoting the under. { OUE TO 
lying couse lost. {c) 


OTHER SIGNIP ICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELA INAL DISEASE CONDITION GIVEN IN PART I(o)| 19. WAS At PSY 
q PERFORMED? 
f a 
LI Heli Let AURA. vs) nol 


ae IDENT WAS BNDERLYING C] ‘20b. DESCRIBE HOW INJURYOCCURRED. (Enter 
ITRIBUTINGAA) CAUSE OF DEATH 
ir MER, NOTIFY/MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Hour o.m, While Not while foctory, street, office bldg., ete. 
pom. 19 Jot work [] ot work a 


21. | certify that | attended the deceased fram. HEL |... 1920, to. UE Ee 1 1% that | last saw the deceased 
alive an J diiccrade 192_ 0 and thot deoth accurred at._2. 2 fio, from the causes ond on the dote stated abave. 


SS {Streel, city or toyn, pare sictyfo 
acTUAL — 
SIGNATURE. MO. . 4 Bor, Le LUIZ L: 


PHYSICIAN'S 
NAME (Type! nee AE 


~ 
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= 
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ires 


te hos been signed by the oftending physicion ond completely filled in 


the buriol-tronsit permit. Then please remove corben popers. 


to burial, cremotion, or removol, ond in ony event wi! 
MEDICAL CERTIFICATION 


detoched far use os 


Tic. NAME_OF CEMEJERY, OR CREMAPORY Zid. LOCATION £3 town, 0 lle a (Stote) 
RY s 
Ligh Ad 2 2 Ath br CE. + Z po. 


‘2da, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


‘© HOSPITAL OR ATTENDING PHYSICIAN: The low requ’ 


moy be retained by the hospital or a! 
TO FUNERAL DIRECTOR: After this certi 


page 3 shou 
the registror 


zal, 


me g 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours ofter death. Page 4 


VS 


= 


he funeral director, 
should be filed wit! 


© 


Poges 1 ond 


Then pleose remove corbon papers. 


detoched for use as the buriol-transit permit. 
the registrar prior to burial, cremotian, or remaval, ond in any event within 72 hou 


page 3 sha 


ANS (4) 


18M 9/SB 


death. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


11284 ‘°° > “CERTIFICATE OF DEATH *"" sigs toe OO 


1, PLACE OF DEATH 2 eae RESIDENCE (Where deceased lived. If institution: Residence before admission) 


9. COUNTY 0. STATE b. COUNTY 
| 
Carroll eee Maryland Montgome v 
b. CITY OR TOWN (IF outside corporote limits, write NGTH OF STAY IN Ib i c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 


RURAL ond give neorest petty 


c 
5 Ss. : / 
lie (Rural) | & 35° Silver Springs is : 
‘d. NAME OF HOSPITAL avi. not in hospilol, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
pringfield State Hospital 8011 Eastern Avenue ves 0) No DE 
3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
Diyesiater) Eleanor S. Williams | Pet! uz IS 9 $9 
S. SEX 6. COLOR OR RACE |7. MARRIEDIE] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (te IF UNDER 24 HRS. 
los} pir Zt Months] Doys | Hi Min. 
Fonsle White _|woowet} _ovorceo] | Decenber 17, 1890| “Ob a ee 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 1]. BIRTHPLACE {Stote or foreign country) 
during most of working life, even if retired) 


12. CITIZEN OF WHAT COUNTRY? 


Secreta Sou Railroad Co Dist, of Columbia UaSehe 
13. FATHER'S NAME 44. MOTHER'S MAIDEN NAME 
Richard Scaggs Ida Fitzhugh 
fe WAS Een. Maer vu. ee TORE 16. SOCIAL SECURITY NO. | INFORMANT Address 
BEAR EASED EIN SAME 
No | "se Unknown _| Springfield State Hospital Record 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] INTERVAL BETWEEN 
~ f ONSET AND DEATH 
_, TART Deas SARE) f vow cl o N cumoure 


A 4 DUE TO 


Conditions, if ony, which fo. C ev 1G lo veal Vee ule v 4 CE pore 


gove rise to immediote 


couse (0), stoting the under- DUE TO . r 
lying couse fost. a pi 


2 weeks 


Zz 
Bagr Il. OTHER SIGNIFIC, syn CONTRIBUTING TQ DEATH BUT LATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)/19. WAS AUTOPSY 
2] Chro ¢ Sian Saat gue with ds turbance of netabo PERFORMED? 
v igrowth 0) ah pr disease, with ves & NOC] 
= ]20a. ACCIDENT WAS TiS OD *] 20. DESCRIBE HOW = a OCCURRED. (Enter noture of injury in Port or: fi Ss 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
& |(F EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, | 20f. (City or town) {County) (Stote) 
5 Hour o. m. While Not while foctory, street, office bldg., st 
= p.m. 19 ot work ([] ot work 
21. | certify that | attended the deceased fram_7 7 « 16 2 9.57. to. ee 195 hot I last saw the deceased 
alive on_1Q_ = NS ee Als Sa, and that death accurred at_t M, fram the causes and an the date stated abave. 
Ri i ADDRESS (Street, city { town, stole) DATE SIGNED 
Sienavure__—— | a A : pedo WD. |. SS J pees 7A bi ez a Heke W 0-635 
PHYSICIAN'S S j 
Coe CE ee eS | ie ee a eee ee wen 
Zo. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION {City, town, or county) (Stote) 
RI es vial. 
LO 5 Glenwood Cemetery Was ton, D. Ce 
23. ent DIRECTOR'S SIGNATURE ADDRESS da. Y REGISTRAR | 24b. open si ee 
The S, H, Hines Co. Washington, D. C, a ptt T's sey ok 


urs after death. 


Then please remave corban papers. 


cate hos been signed by the ottending physician and campletely 


detached far use as the buriol-transit permit. 
the registrar prior ta buriol, crematian, or remavol, and in any event within 72 


or: After 


may be retained by the hospitol or attending physician. 
page 3 shad 


& TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours ofter death. Page 4 
TO FUNERAL 


5M 9/58 


11285 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


11266 


Reg. Dist. No. 


1. PLACE OF DEATH 
oS MARYLAND 


Carroll 


2. USUAL RESIDENCE (Where deceased lived 
o. STATE 


Maryland 


. If institution: Residence before odmission) 


b, COUNTY 


b. CITY OR TOWN (If outside corporote limits, write 
RURAL ond give nearest town) 


c. LENGTH OF STAY IN Ib 


c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest a 


Sykesville Tyrs. 9 mos. Baltimore 35VO/-y 
d. NAME OF HOSPITAL @f not in hospital, give stree! address) d. STREET ADDRESS I" IS RESIDENCE 
OR INSTITUTION ON A FARM? 
Springfield State Hospital 3461 Chestnut Ave.,Zone 11 yes] NOX) 
© Sotiae First Middle Lost 4. aoe Month Day Yeor 
(Type or print) Palmer Vincent Yeager DEATH October 16, 1959 
5. SEX 6. COLOR OR RACE |7. MARRIED [7] NEVER MARRIED (XJ [8 DATE OF BIRTH 9. AGE {In voor IF UNDER 1 YEAR] IF UNDER 24 HRS. 
ost birthoy ; 
Male White |wioweQ  ovorceoQ) | February h, 1918 it eS Min. 


100. USUAL OCCUPATION (Give kind of work done} 
during most of working life, even if retired) 


10b. KIND OF BUSINESS OR INDUSTRY 


11. BIRTHPLACE (Stote or foreign country) 


12. CITIZEN OF WHAT COUNTRY? 


Checker - Maryland U.Sehe 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

John V. Yeager Edna Mae Roe 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 14, SOCIAL SECURITY NO. INFORMANT Address 


(Yes, ne, or unknown} {IF yes. give wor or dater of service) 
| z 


No 


Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c):] 
PART |. DEATH WAS CAUSED BY: 


“lo X DUE TO 

Conditions, if ony, which (>) _ Mitr. ten: 
gove rise to immediote 

couse {0}, stoting the under. ( DUE TO 

lying couse lost. a] 


IMMEDIATE CAUSE (o)__Rheumatic heart disease 


INTERVAL BETWEEN, 
ONSET AND DEATH 


Years: 


Years 


Schizophrenic reaction, catatmic 


Ce 


PERFORMED? 
yes] No 


Part Il, OTHER SIGNIFICANT CONDITIONS Se on TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART wk WAS AUTOPSY 


200, ACCIDENT WAS UNDERLYING [) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 


20c. TIME OF INJURY Month, 
om. 


Year | 20d. INJURY OCCURRED 


While Not while 
jot work [] of work 


Doy, 
Hour 


MEDICAL CERTIFICATION, 


Name tyes, Francesco Magro, M.D. 


20e. PLACE OF INJURY (Home, form, | 20f. (City or town) 
foctory, street, office bldg., ete.) | 
i 


(County) (Stote) 


AIs(4) SS 


‘20. BURIAL, CREMATION, | 22b. DATE THEREOF 


BuUrtdT” | Oct .20/59 
WERE espangear irectons™™” 


&dmondson 


‘22c. NAME OF CEMETERY OR CREMATORY 
Lorraine Park 


24a. REC'D BY REGISTRAR 


vatQCT 1 9 '59 


2d, LOCATION (Ci 


Woodlawn 7, Md. 


ty, town, or county) 


(tote) 


2d4b. REGISTRAR'S SIGNATURE 


Onthen £ Maas 


he funerol director, 
shauld be filed with 


3: 
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Pages | and 


Then please remave corban popers. 


-transit permit. 


After this cert 


detached far use as the buri 
the registror prior to buriol, crematian, ar removal, and in any event within 


oo": 


moy be retained by the haspitol or attending physician. 
page 3 shaw 


TO FUNERAL 
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VS AIS (4) 
15M 9/58 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


41267 


« Mi) 11286 CERTIFICATE OF DEATH ep Dist Ne, 
af Lee et 2 DAUR TESIDENCE (Where deceased lived. If institutian: Residence before admission) 
ch ae b. COUNTY 
Carroll aoe Maryland Frederick 
b. CITY OR TOWN [If autside carporate limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
RURAL and give nearest tawn) 
Sykesville 17 days Frederick 1O%K- & 
d. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
O/5 ‘OR INSTITUTION ON A FARM? 
Route #h es SOI 
3. NAME OF First Middle last 4. DATE Month Day Yeor 
DECEASED © OF 
Wier ee ran) Elmer S. Young DEATH October 22, 1959 
5. SEX 6. COLOR OR RACE |7. MARRIED[] NEVER MARRIED [-] | 8. DATE OF 8IRTH 9 AGE Un years IF UNDER 1 YEAR] IF UNDER 24 HRS. 
‘ost birthday} Months| Day He Min, 
Male White wIbOWED [] DIVORCED [3 Sept. 25, 1889 -7O rd | aan % 
10a, USUAL OCCUPATION (Give kind of wark danej10b. KIND OF BUSINESS OR INDUSTRY |11. SIRTHPLACE (Stote ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast af warking life, even if retired) F 
Laborer betes} Maryland UpSehe 


13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


James Young Martha Warner 
15. WAS DECEASED EVER IN U. S$. ARMED FORCES? |16. SOCIAL SECURITY NO. | INFORMANT Address 


(Yes. no, or unknown) IF yes, give wor or dates of service] 
“ek Springfield Hospital Records: 


18. CAUSE OF DEATH [Enter anly one couse per line far (a), (b). and (c)-] 


PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) 


420.0 DUE TO 


Conditions, if ony, which a Generalized arteriosclerosis 


‘s after death. 


INTERVAL 8ETWEEN 
ONSET AND DEATH 


fears _ 
gave rise ta immediate uetS 
cause (a), stating the under- 
lying couse last. to Arteriosclerotic heart disease Years: 
é Paar HW. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. pie ree ye 
olz Schizophrenia, hebephrenic type. ves L) NOX] 
= 20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | ar Part Il af item 18.) 
e OR CONTRIBUTING C1) CAUSE OF DEATH 
© [UF EITHER, NOTIFY MEDICAL EXAMINER) 
& ]2c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, farm, | 20F. (City ar tawn) (County) (State) 
3 Hour a.m. While Not while foctory, street, affice bldg., etc.) | 
= p.m. lot wark [J ot work i 


“M, fram the causes and an the date stated abave. 


ae ADDRESS (Street, city or tawn, state) DATE SIGNED 
[| [6itin/Legettat del Gesecfe- uo Springfield State Hospital 10/22/59. 
NAME (Type) ~MD, ss Sykesville, Maryland 
‘220. BURIAL, CREMATION, | 22b, DATE THEREOF ‘Wc. NAME OF CEMETERY OR CREMATORY Z2d. LOCATION (City, tawn, ar county (State) 
Burwayrr™ | 10-26-59 | St. Paul's Cemetery Point of Rocks, Maryland 


23; FUNERAL DIRECTOR'S, SIGNATURE ADDRESS Qda. REC'D BY REGISTRAR | 24b, REGISTRAR’S SIGNATURE 
M. R. Etchison & Son, Frederick, Maryland care OCI 2759 Onkbag £ #6 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


% | 


¥ : ie 
bag 11284 DICAL EXAMINER’S CERTIFICATE OF DEATH neg. ow nd 1268 
23 2 |. PLAGE OF DEATH 2. USUAL RES ived. If Institution: Residence before admipsion) 
42 8M c Cerro marrano ||_° STE b. county 
e $ a b, CECI OMN er oue corporate limits, write RURAL c en OF STAY IN Ib . write RURAL ond give nearest tawn) 
deer Ltt SX Ad 
5 s am d. NAME OF HOSPHAL OR INSTITUTION (If fot in hospital, give street address) e. Gs ease 


S$ 
med 
i 


20a, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port tar Part Il of item 18, 
PRIMARY Cl or CONTRIBUTING C1 Oe eae ee ey 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Day, Yeor 20d. INJURY OCCURRED |20e. |isohed OF INJURY (Home, form, TH. {City or town) (County) {Slote) 
Hour oo. m. White ot site foctory, street, office bldg., etc.) | 
p.m. ‘at work H 


21, | certify that | taok = af the remains eee above, held an Autopsy [], Inspectian$<J, Inquiry {Y and find that 
death resulted from: Natural couse Accident [], Suicide [], Hamicide [], Undetermined cause []. 


MEDICAL CERTIFICATION 


DATE SIGNED 


o . B 
3 5 ? » fii Middl 4. DATE 
3 ess “DECEASED Ets, g af os 
eye vis ype or print) ES eae A IMMERN AY 
rs sal R:] ri 7. MARRIED NEVER MARRIED 8. DATE ae 
= b- £ y, 
=v 
eee UEC, \wooweo Kh —_vivorcto 1] Ma EEL. / 
m23 y Wa, USUAL Occur: TION fove kind of work dane] 10b. IND ¢ OF BUSINESS OR INDUSTRY } 11. 0 7 W/ ‘er forej, jgn country} 
vin during most of wotking if fe, even if retired) 
2 
og Zz 4 f. 2 LID “ZZ ee 
“ aes 13. FATHER’S E 14. MOTHE! ae NAMI a 
-_ E O~ fF 
Ba H La Lf 4 GE] L~ZL AL] 
= & 15. WAS DECEASED EVER IN 0. $. a Fe fant 1 Sore SECURITY NO. dg 
~ oe {Yen 90, oF unknown) a Hy re As 
Poked j Z 
dig Lex Ae /| LEO. LBS You fA LUZ 
og 18. CAUSE OF DEATH [Enter a == Sw ; Tnrrvag are 
oe PART |. DEATH WAS CAUSED BY: ¢ 2ke Va iad 7 
as z. IMMEDIATE CAUSE (0) ERE GRA SCULAR 1 DEN 4 
5 4 
2< = x DUE TO 
zi Conditions, if any, which 1 
3 oO gave rise ta immediate couse 
es {0), sloling the underlying( OVE TO 
es couse fost. = {c} 
¥ $ PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}|19. Hee gs 
to ee eee MI 
to} } yves[] NO 
% 
= 
€ 
° 
a 
3 
3 
= 
3 
2 
uu 
° 
£ 


RECTOR; Poge 3 should be used os 0 buriol-tronsit permit. 


Mp, CHIEF MEDICAL EXAMINER [7] 


ASSISTANT MEDICAL EXAMINER ["] Met. y SSF 


io 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 hours ofter deoth. 
cute the certificate, writing the word ‘pending’ 


vy @ A | Rabaeltiera AM, NAR DEPUTY MEDICAL EXAMINER Pe 
22 £ BURIAL ERERATION, OF TATE Wis heey BF CEMETERY OR 5 i G/LOTAFION (City, town, oF coynty) (State) 
= ° 
2 A/S” ALL4 LT st fy (Vs 2 Af 
‘da. REC'D BY REGISTRAR ab, mens RAR'S SIGNATURE 
wy ee OCT 2 0'59 Cnthan £ Haase 


